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Pro-Banthine: For Anticholinergic 


Action in the 


Gastrointestinal Tract 


Combined neuro-effector and ganglion inhibiting 


action of Pro-Banthine consistently controls 
gastrointestinal hypermotility and spasm and the 


Pro-Banthine is an improved anticholinergic 
compound. Its unique pharmacologic proper- 
ties are a decided advance in the control of the 
most common symptoms of smooth muscle spasm 
in ail segments of the gastrointestinal tract. 

By controlling excess motility of the gastroin- 
testinal tract, Pro-Banthine has found wide use! 
in the treatment of peptic ulcer, functional diar- 
rheas, regional enteritis and ulcerative colitis. It 


attendant symptoms. 


is also valuable in the treatment of pylorospasm 
and spasm of the sphincter of Oddi. 

Roback and Beal? administered Pro-Banthine 
to a series of 156 patients during the period of a 
year. These authors report that the oral adminis- 
tration of 30 mg. of the drug “‘resulted in marked 
and prolonged inhibition of the motility of the 
stomach, jejunum, and colon....” 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with parasympathetic 


' inhibition. Dryness of the mouth and blurred 


vision are much less common with Pro-Banthine 
than with other potent anticholinergic agents and, 
if they occur, they usually are not sufficiently 
severe to warrant discontinuance of the drug. In 
Roback and Beal’s? series of 156 patients, “Side 
effects were almost entirely absent in single 
doses of 30 or 40 mg....” 

Pro-Banthine (8-diisopropylaminoethyl xanthene- 
9-carboxylate methobromide, brand of propanthe- 
line bromide) is available in three dosage forms: 
sugar-coated tablets of 15 mg.: sugar-coated tab- 
lets of 15 mg, of Pro-Banthine with 15 mg. of 
phenobarbital, for use when anxiety and tension 
are complicating factors; ampuls of 30 mg., for 
more rapid effects and in instances when oral 
medication is impractical or impossible. 


For the average patient one tablet of Pro-Ban- 
thine (15 mg.) with each meal and two tablets 
(30 mg.) at bedtime will be adequate. G. D. Searle 
& Co., Research in the Service of Medicine. 


1. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
A Clinical Evaluation of a New Anticholinergic Drug, Pro-Ban- 


thine, Gastroenterology 25:416 (Nov.) 1953. 


-2. Roback, R. A., and Beal, J. M.: Effect of a New Quaternary 


Ammonium Compound on Gastric Secretion and Gastrointestinal 
Motility, Gastroenterology 25:24 (Sept.) 1953. 
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For twenty years... 
we have constantly endeavored to serve 
the medical profession with... 


better products for 
better birth control 


Cooper Creme 


no finer name 
in conir aceptives 


il 


active ingredients: 


eee 


Whittaker Laboratories, Inc. 
Peekskill, New York FREE 


Please send: Full Size $1.50 Combination Package 
Free—Cooper Creme/Dosimeter. 
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Announcing 


a remarkable new drug 


—remarkable because of its diverse pharmacological activity: 


* controls apomorphine-induced vomiting in dogs 
+ produces sedation without hypnosis 

¢ causes muscular’ relaxation 

¢ interrupts conditioned reflex in rats 

« potentiates analgesics, anesthetics, sedatives 

« produces hypothermia 


—remarkable because preliminary clinical studies 
have indicated its potential usefulness in: 


general medicine surgery 

+ obstetrics and gynecology « dermatology 
neuropsychiatry pediatrics 

anesthesiology geriatrics 


* Trademark for chlorpromazine hydrochloride, $.K.F. Chemically it is Patent 2645640 . 
hydrochloride. 
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When your patient needs sedation but must face 
the stresses of daily life, you can provide com- 


prehensive sedation plus a psychic release — 
without clouding of consciousness, gastric disturb- 


ance, or drug ‘‘hangover’’— by writing KUSED.* 


KUSED acts synergistically at three important levels 


of the nervous system —brain, spinal cord, 
myoneural junctions —thus permitting effective re- 


laxation without heavy barbiturate dosage. 


KUSED is used widely in anxiety tension; in the 


control of the tremors and malaise of acute alco- 
holism; and as a prelude to psychotherapy. 


Each KUSED* capsule contains: 

Mephenesin 250 mg. 
Calcium Glutamate. . 62.5 
Phenobarbital. .. 7.5 mg. 
\-Hyoscyamine HBr. . 0.0625 mg. 


DOSAGE: 2 capsules t.i.d. or as indicated, after 
meals or with milk or fruit juices. oy 
SUPPLIED: Bottles of 100, 500, and 1000 distinc- 
tive brown-and-yellow capsules,  KREMERS-URBAN 
mples and literature on request eS en 


*Trademark of Kremers-Urban Co. 
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Wine in Geriatrics? 


“Wine is the nurse of old age...” 


Ga len 


aes long before the time of Galen, wine has been 
recommended not only for its epicurean delights but 
for its value in medicine—notably as an aid in combating 
the physical and emotional infirmities of old age. 

This historical application, now supported and 
expanded by recent laboratory and clinical research* in 
American medical centers, is important to modern ger- 
iatricians—to physicians who today are giving added 


years of life to their patients, and who are asked to make y 3 T 
these added years pleasant and comfortable. y= Ame 
New investigations have demonstrated, both in the \ = ie 
laboratory and in the clinic, that the moderate use of I lel 
wine can increase the appetite in anorexia. a fice 
= They have sfiown that wine in judicious quantities can —| , \ 
_—< stimulate the lax and achlorhydric stomach of the elderly, = ° 
E j assist in providing a more adequate fluid intake, and 2 ‘saa 
=." improve elimination by enhancing the important gastro- = long 
= colic reflex. = have 
= As a gentle sedative—sometimes called the safest of all = ever 
=: sedatives for old age—wine can help allay restlessness and — expe 
=% irritability, easing the fears and anxieties of the elderly. — achi 
= The euphoria—the “glowing sense of well-being” —pro- past 
=a duced by a gtass of Port, Sherry or table wine, may aid =| —_ 
= significantly in overcoming the all-pervading sense of 3 ae 
| tha uselessness which too often mars the last decades of life. = | 
=> Physiologically, wine acts gently and moderately as a = pla 
= vasodilator, diuretic, relaxant, and aid to nutrition and = a? 
=? digestion. But perhaps of equal importance, it acts psy- — Con 
chologically as well—as a mark of ‘‘something special’ 
—- i to grace the diet of the aging patient. = five 
= §, California’s 700-mile vineyard belt affords a range of = E. 
=. soils and climate in which can be grown the world’s \S Tha 
= finest wine grapes of every variety. Add to this natural 3 Pre 
E advantage the modern wine-making skills and facilities = hop 
= of a progressive New World industry, and you have wines = ihn 
=: of strict quality standards, true to type, moderate in price. NE a 
=. Wine Advisory Board, 717 Market Street, San Francisco 3, 
California. Fai 
= Research information on wine is available upon request. — : 
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“Not by Works Alone” 


Willis 1. Lewis, M.D., F.A.C.S. 
Herrin 
President, Illinois State Medical Society 


‘here are definite threats of encroachment on 
American medicine today as there have been 
fo: the past twenty odd years. We propose to 
explore these threats of encroachment in this 
discussion today. 

As physicians we have been justly proud of 
our achievements. We have been proud to be- 
long to an honored, dedicated profession. We 
have conquered disease after disease, making 
every age of man safer, and lengthening life 
expectancy. Our dedicated purpose and our 
achievements for the general good have in the 
past assured to us a place of respect in the com- 
munity. We still hold that place in the cities 
and towns where we practice. But there is one 
place where our achievements and our high pur- 
pose are discounted and that is in the halls of 
Congress. 

Most of you will remember the address made 
five vears ago by our Past President, Dr. Percy 
KE. Hopkins. He spoke on The Challenge. 
That was a few months after the election of 
President Truman in 1948. Some of us had 
hoped the New Deal would be thrown out at 
that time and that a more moderate, conservative 
administration would come in. — Instead, the 
Fair Deal took over. Dr. Hopkins then warned 
that American Medicine saw itself “as the area 
in which Socialism seeks to establish a beachhead 
from which to spread its blight all over our na- 
tion and it determined to resist the invasion.” 


Presidential address delivered at the 114th Annual 


Meeting of the Illinois State Medical Society, Chicago, 
May 19, 1954. 
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Five years have passed since those words 
were spoken. Two years ago, the Nation in a 
great landslide voted to turn out the New Deal- 
Fair Deal planners. There was a clear mandate 
to “drive the rescals out.” American medicine 
came out wholeheartedly for an Administration 
that gave assurances of being against socialized 
medicine and compulsion. Eisenhower was 
elected. Two years ago the medical profession 
as a whole probably reflected the viewpoint of 
the doctor who said: “Now I can forget polities 
and get back to the practice of medicine.” 

But no sooner had the new Administration 
taken over in Washington in 1953 than the Presi- 
dent announced he was creating a Department 
of Health, Education and Welfare. This was 
to be headed by a New Dealer from Texas. 
Many of us were dismayed. We remembered how 
we had fought repeated efforts by Oscar Ewing 
to have such a department set up. We had been 
fearful that a department of that type, in which 
welfare and social security would have most of 
the money and power, might hasten the move- 
ment to socialize medicine. 


T need not here review the blitzkrieg measures 


employed to force through acceptance of the 
Health, Education and Welfare Department. In 
the end, the medical profession was not even 


accorded a medical under-secretaryship. We 
wound up with a figurehead representative of 
medicine in the role of Special Assistant for 
Health and Medical Affairs. 

Now what has happened to the medical pro- 
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fession. under this new Administration? On 
January 7, 1954, President Eisenhower in his 
State-of-the-Union message said: “I am flatly 
opposed to the socialization of medicine. The 
great need for hospital and medical services can 
best be met by the initiative of private plans. 
But it is unfortunately a fact that medical costs 
are rising and already impose severe hardships 
on many families. The Federal Government 
can do many helpful things and still avoid the 
socialization of medicine.” 

The first half of this statement was reassuring ; 
the second half gave us concern as we wondered 
what the Federal proposals would be. Now we 
know. While a large number of bills have been 
introduced in the House and in the Senate to 
carry out this Administration’s plans in the 
fields of health, education and welfare, the major 
proposals affecting our profession are three: 

1. Inclusion of members of the medical pro- 
fession under the Social Security taxing system, 
compulsorily 

2. Establishment of a Federal corporation 
to reinsure private health insurance companies 
and plans; and 

3. Creation of a scheme whereby physicians 
would certify permanently and totally disabled 
persons and would be paid by the Federal Goy- 
ernment from the Federal Old-Age and Survivors 
Insurance Trust Fund. 

Let us look at this three-pronged attack on 
the medical profession. First, our inclusion 
in the Social Security system. Doctors as a 
group have said they do not wish to be com- 
pelled to enter this system. The American 
Medical Association and state and county medi- 
cal societies have stood firm in their opposition 
to such compulsion. Why are we as a pro- 
fession opposed to such inclusion in the Social 
Security svstem? There are many reasons, 
and I shall mention only a few.. In the first 
place, we do not like to be compelled to buy 
Government protection for old age. We are 
individualists and like to make our own provi- 
sions for retirement through savings, invest- 
ments, and otherwise. 

Secondly, the fact has been brought out again 
and again at recent hearings on Social Security 
that no one is paying enough in Social Security 
taxes to pay for the relatively large benefits that 
are promised, the so-called “bargain annuities.” It 


will be 60 or 70 years before workers and self- 
employed persons will be paying large enough 
taxes to make the system sound and self-support- 
ing. I feel quite certain that physicians do not 
want to seek benefits for which they have not 
paid and which, therefore, are a form of pul lic 
charity. 

Then there is a third important reason why 
the majority of doctors do not want to be forced 
into this system. The law says that a person 
at 65 cannot draw his benefits unless he has 
retired from his job or his business. Now I 
fee] very certain that most doctors don’t want 
to stop their professional activities at age 65, 
A doctor in later life may slow down a bit. do 
less night work, take longer vacations — in a 
word, be a bit kinder to himself. But he «oes 
not want to say: “I’m finished at 65.” No, most 
doctors want to die with their boots on. — But 
if they entered the Social Security system ‘hey 
would be forced to pay these special taxes of 
$126.00 a vear now — more later — and would 
derive no benefits unless they stopped practicing. 
Tt is true that if a doctor with voung children 
were to die in middle life, his wife and children 
would be entitled to survivor benefits until each 
child reached the age of 18. © And T may say 
that the Government is trying to induce doctors 
to accept the Social Security taxation by pointing 
to the “cheap” survivorship benefits. IT hope 
no doctor will permit himself to be drawn into 
this purely Socialist Social Security system be- 
cause he thinks he may get bargain benefits. 
T feel confident the medical profession wants 
to pay its own way in this world and does not 
wish to profit from the tax payments of other 
people. 

Now let us look at the second proposal made 
by this Administration in the health field. This 
is the President’s reinsurance plan. Hearings 
have been held in the House and in the Senate. 
The present plan is for the legislation to be 
enacted and put into force by July 1 of this 
year. This proposal calls for the creation of a 
new Federal corporation which would be set up 
in the insurance business with an initial grant 
of $25 million from the general Treasury funds. 

Under this scheme the Federal Government 
would cover a portion of the losses sufferea 5¥ 
private insurance companies, Blue Cross plans, 
and Blue Shield plans if they were to underwrite 
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poor risks not now considered insurable. What 
the Government is trying to do is to stimulate 
private insurance carriers to insure the aged, 
the chronically ill, the so-called medically in- 
divent, or low-income families, and other groups 
av individuals which now cannot obtain 
in-urance or do not choose to seek it. The 
Government is trying to make insurers charge 
premiums which would not cover the costs of 
medical care for those substandard groups. 
Then, when losses were sustained, the Govern- 
meat would pay part of the loss. 

Private insurance companies have said there is 
no need for this Federal reinsurance because 
the industry already has plenty of funds for 
reiisuring sound risks. However, Blue Cross 
. anc The American Hospital Association have 
expressed a willingness to go along with the 
Government and to accept the promised subsidy 
for poor risks. The prediction has been made, 
and I think it is accurate, that were this rein- 
surance plan set in motion, the original $25 
million subsidy would melt away in no time 
and the Federal Reinsurance Corporation would 
conie back to Congress for more funds. Before 
long. the Federal Government would simply take 


over the private insurance of medical care costs 
and hospitalization and we would have compul- 
sory health insurance, 

Let me urge you at this point not to be fooled 
by soothing assurances that the Government op- 
poses socialized medicine and is offering this 
reinsurance plan to protect our profession from 


Federal control. If you will look at the bills 
now before Congress you will see that the Secre- 
tary of Heath, Education and Welfare is au- 
thorized to write the rules and regulations for 
the operation of this new Federal corporation. 
The Secretary, presently Mrs. Hobby, is to set 
the premium rates which insurance companies 
and nonprofit plans will have to pay for reinsur- 
ance. She is to say how such companies and 
plans are to conduct their insurance business. 
And I have no doubt at all that the rules and 
regulations will cover the fees to be paid to 
physicians and the rates to be charged by hos- 
pitalx. I warn you this legislation is a great 
threat to our profession, to our hospitals, to our 
nonprofit plans, and to the American people. 

Tf vou think perhaps I am unduly alarmed, 
T would remind you of a Supreme Court de- 
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cision handed down in 1942 in connection with 
a farmer who planted a few acres more than 
Federal officials had told him he could plant. 
He was fined by the Government under the 
Agricultural Adjustment Act. Incensed, he 
carried his case all the way to the Supreme 
Court. But that Court upheld the lower courts 
in a ruling handed dewn by Associate Justice 
Jackson who said: 

“Tt is hardly lack of due process for the Gov- 
ernment to regulate that which it subsidizes.” 

Think of it! The Government may regulate 
that which it subsidizes. That is the threat 
which I see to the medical profession in the 
reinsurance plan and in the Social Security pro- 
posals. Government regulation and control. 
Indeed, every bill that I have seen authorizes 
the Federal official who is to administer the 
program to write the rules and regulations. 
Control and subsidy are the essence of State 
Socialism. Control and subsidy! 

Now we come to the third legislative proposal 
being made in the health field by this Adminis- 
tration. It is the one which would bring doctors 
into the Social Security social insurance system 
as certifiers of disability. The proposal is at- 
tractively packaged so that we will be induced to 
buy it. We are told that the Federal Govern- 
ment feels it is unfair for a worker who has 
paid his Social Security taxes for years and who 
then becomes permanently and totally disabled 
to have his retirement benefits reduced by in- 
clusion in his earnings record of maybe 10 or 
15 years of nonearning. |The Government, 
therefore, proposes to freeze the benefits at the 
amount the worker would be entitled to if he 
were 65, instead of 45 or 50 at the time he ceased 
working because of disability. But in order 
to determine that a worker is disabled and 
therefore entitled to this benefit freeze he will 
have to be certified by a physician. 

That is where we come in. State Vocational 
Rehabilitation agencies or State Health or Wel- 
fare departments are to make agreements with 
State medical societies as to the terms on which 
doctors will agree to certify permanently and 
totally disabled workers. These arrangements 
will be hedged around by Federal Rules and 
regulations. | Doctors are to be paid from the 
Old-Age and Survivors Insurance Trust Fund 
of the Social Security svstem. If they agree 
to any such arrangement, that would be the 


299 


ugh 
ort- 

not 

not 
Why 
rced 

son 

has 
w I 

unt 

65. 

do 

ha 

Lost 
But 

hey 

of 
wld 

ng. 

ren 
ren 
ach 

say | 
ors 
ing 
ope 
nto 
be- 
its. 
nts 
not 
her 
ide 
his 
ngs 
ite. 
be 
his 
fa 
up 
int 
ds. 
mnt. 
by 
ns, | 
ite 4 
nal 


first step to bringing all doctors into the compul- 
sory Social Security scheme as practitioners 
under Federal Control. 

This is the way I see things. Doctors would 
first be expected to certify persons permanently 
and totally disabled. They would be paid by 
the Federal Government according to a pre- 
arranged fee schedule. Next there would be 
pressure to have physicians give these disabled 
persons medical care so that they could be re- 
habilitated. Again the fees would come from 
the Old-Age and Survivors Trust Fund. And 
with the Federal fees would come Federal regula- 
tions. 

Then, if we look at what has happened in other 
countries, there would be pressure from labor 
unions to have doctors certify persons who were 
sick for a short time. After that would come 
demand for medical care for temporary sickness, 
fees to be paid by the Social Security svstem. 
Step by step we would be carried along into a 
full-fledged scheme of national contpulsory Social 
Security medicine. 

If we take the first step — the permanently- 
and-totally-disabled certification step, then there 
is no doubt in my mind we will take all the 
other steps. Medicine will be nationalized here 
as it was in Great Britain. And I would fail 
you, as the President of this Society, if I did 
not warn that we are today’ being more glanger- 
ously threatened by the Federal Government than 
we have ever been. These legislative proposals 
of which I have spoken have been presented by 
this Administration as a means of saving us 
from socialized medicine, whereas actually thev 
are the sure means of delivering us into Federal 
control. 

If there is anyone in this room who is toving 
with the idea that perhaps socialized medicine 
would not be so bad and is at least worth a try, 
I would say to that person: “Go to Great Britain, 
There you can see socialized medicine in action.” 
Great Britain, vou wil) recall, embarked on this 
Socialist plan in 1911 when Lloyd George, an 
enthusiastic follower of Bismarck, persuaded the 
British Parliament to provide State medicine 
for British workers. At that time the families 
of workers were not included in the scheme. 
But for over 30 vears some 40 per cent of the 
British people have known nothing better than 


panel practice and “bottle medicine.” I do 


not hesitate to say that the rank and file of 
people in Great Britain have no idea of what 
good medical care really is. They have been 
brought up on panel practice and have accepted 
it. In 1948, when the National Health Service 
became law, this panel practice was extended to 


the entire population. 


Patients are rushed through doctors’ surgeries 
at the rate of one every three minutes. They 
receive their prescription for a bottle of medi- 
cine, but no examination. Hospitals are jammed 
with patients seeking routine examinations 
which we would give in the office of a general 
practitioner in this country. A Socialist docior, 
you should know, has no office equipment, no 
office nurse, no secretary. He is little better 
than a Government clerk, writing prescrip- 
tions for simple remedies and filling out stacks 
of Government forms. 


That is the sort of thing that is in store for 
American physicians unless we are very alert 
and unless we let the Congress and the Adminis- 
tration know exactly what we think about these 
current Federal legislative proposals. We have 
fooled ourselves into believing that our good 
works would protect us. We have thought that 
by our research, our healing of the sick, our de- 
votion, and our high purpose we would somehow 
convince the Government that we should be let 
alone to carry out our sacred mission as physi- 
cians. But politicians are not to be appeased 
by good works. 


In all countries which have embraced Social- 
ism or Communism, the medical profession has 
been one of the first to be taken over. Let us 
remember that. The Government now says to 
us: “You have done a wonderful job with volun- 
tary imsurance. But we want to move even 
faster. So we wish to take over the job and 
run private insurance.” Again the Govern- 
ment says: “We know vou do not wish to be 
forced into the Social Security system. But 
we want the money your taxes would furnish.” 
Finally, the Government says: “ We know you 
do not wish to embark on this Social-Security- 
controlled certification system for total and per- 
manent disability claimants. But we insist 
you cooperate with us.” This certificate scheme 
is the prime entering wedge for the nationa)iza- 


tion of medicine. 
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With these and many other threats to the in- 
dependence of medicine, we must, however re- 
luctantly, prepare for the inevitable battle ahead. 
In all countries, governments have sought to 
control medicine. This must not happen here. 
In taking our stand, we must realize it is not 
enough to have given this country the finest 
medicine in the world. It is not enough to have 
developed research and training centers that are 
the envy of the world. It is not enough that 
ve have more physicians, dentists, and nurses 


per thousand of population than any other coun- 
try in the world. It is not enough that we 
have the finest, fastest growing system of volun- 
tary health insurance that the world has ever 
seen. No, our medical achievements are not 
enough to save us from political attempts to 
capture American medicine. We must devote 
part of our time to protecting our integrity, our 
freedom, and our professional independence so 
that these may forever be secure from regula- 
tion and control by the Government. 


Treatment of “Pulmonary” Pulmonary 


Hypertension 


Emmet F. Pearson, M.D. 


Treatment of “pulmonary” pulmonary hyper- 
‘ension with cor pulmonale should be directed 
primarily toward correction of the disorders of 
ihe respiratory system that cause increased re- 
sistance in the pulmonary capillary bed. Im- 
provement in pulmonary physiology is reflected 
in improvement in the circulation. Gratify- 
ing improvement of subjective symptoms and ob- 
jective signs may be obtained in most patients 
who suffer from right heart strain, secondary 
io chronic pulmonary disease, by combining 
several measures which partly correct lung de- 
rangements. These clinical observations are 
obtaining ample laboratory confirmation. —Im- 
proved physiologic technics, including direct 
study of pulmonary artery pressures by cardiac 
catheterization, have helped clarify some of the 
questions that formerly caused confusion and 
disagreements. We now have better insight 
into the types of lung disorders most likely to 
affect cireulation, and the degree of lung change 
required to cause pulmonary hypertension. 
Physiologists do not agree on all points regard- 
ing the pulmonary circulation but clinicians do 
not wait until] academic points have been settled 
to establish a working concept and a satisfactory 
treatment regimen. 


Read before section on Cordiovascular Diseases, 
Annual Meeting 1.$.M.S., May 19, 1953. 


Springfield 


Attempt has been made to correlate knowledge 
gleaned from studies made in cardiorespiratory 
research laboratories with personal clinical ob- 
servations. The full force of physical, chemi- 
cal, physiologic and psychologic procedures 
available has been used to treat patients who 
show evidence of pulmonary hypertension due to 
lung disease. (Other forms of pulmonary hy- 
pertension are not considered here.) The results 
obtained in this group of patients has been grati- 
fying but are difficult to evaluate metrically or 
objectively. Most patients are greatly improved 
symptomatically, their work capacity is improved, 
and many have been able to resume some type 
of work after varied periods of complete disabili- 
ty. Our patients include many coa) miners with 
pulmonary insufficiency whose welfare is of in- 
terest to the United Mine Workers Welfare and 
Retirement Fund. Some are patients in whom 
the Illinois Division of Rehabilitation is inter- 
ested in getting back to remunerative occupations 


and others are private patients referred by gen- 
eral practitioners, This report is based on a 


two year study of 100 selected patients. 


It has been shown that loss of one-half the 
pulmonary bed, as after pneumonectomy, adds 


no great strain to the right heart if the remain- 


ing lung is good. Extreme exertion may cause 
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temporary rise in pulmonary artery pressure 
after pneumonectomy but there usually is no 
impediment to the circulation. Simple attacks 
of bronchial asthma and most types of pulmonary 
infections, including pneumonia, cause little 
stress on the pulmonary circulation. Chronic 
pulmonary fibrosis, as in extensive pulmonary 
tuberculosis or moderate uncomplicated pneu- 
monoconiosis, rarely causes sufficient interference 
with pulmonary circulation to affect the heart. 
The pulmonary disorder that most consistently 
causes pulmonary hypertension is pulmonary em- 
physema: pulmonary hvpertension often is in 
ratio to the severity and duration of emphysema. 

Norma))y the right heart pumps blood at a 
pressure about one-fifth that generated by the 
left ventricle because there is low resistance in 
the pulmonary bed. Apparently the chief factor 
which controls pulmonary pressure is the intra- 
alveolar pressure. Intra-alveolar pressure be- 
comes great in obstructive emphysema and im- 
pedes the blood flow through the easily com- 
pressed ,pulmonary capillaries, Resistance in 
the pulmonary bed, in addition to intra-alveolar 
pressure, is dependent upon the number and size 
of the capillaries, resilience of the tissues, total 
blood volume, rate of blood flow, and anoxia. 
In well advanced emphysema, stretching reduces 
the number and size of vessels. Increased pres- 
sure against the capillaries Que .to higher intra- 
alveolar pressure impedes ood flow and causes 
anoxia which, by a complicated chemoreceptor 
mechanism, leads to significant increase in pul- 
monary resistance thus establishing a vicious 
eyele of inereasing anoxia and increasing pul- 
monary hypertension, This cycle may be inter- 
rupted partly by physiologically sound treatment. 

When strain of the right heart becomes severe 
or is prolonged, the right ventricle responds by 
dilatation and hypertrophy. The usual objective 
evidence of right heart strain is obtained by 
x-ray of the organ which may reveal enlarged 
right ventricle or enlarged pulmonary conus 
and by the electrocardiogram which may show 


evidence of right heart hypertrophy. When these 


crude tests reveal abnormalities, the process is. 


well advanced. Right heart strain may be esti- 
mated at an earlier stage by certain minor elec- 
trocardiographic patterns and_ possibly by 
changes induced by performance of the Valsalva 


strain while the ECG is being taken, which we 


have done. Usually no change is detected on the 
ECG during the Valsalva experiment in normal 
subjects, but when pulmonary hypertension 
exists, increased strain thrown on the right heart 
may be indicated by change in the direction of 
right axis deviation. Distinctive changes are 
shown with the special vector cardiography, 
which may precede changes in the standard elec- 
trocardiography. ‘The best method is by direct 
study of pulmonary arteria) pressure by cardiac 
catheterization but this exact research evidence 
must find a substitute in the judgment of c)ini- 
cians who utilize all available circumstantial 
evidence, 

Objective findings in patients with pulmonary 
hypertension are not necessarily in direct ratio 
to the major subjective symptom which is marked 
dyspnea on slight exertion. These patients may 
be comfortable at rest but the slightest exertion 


loads the pulmonary bed, causing engorgement 


=é 
and extreme dyspnea. Other subjective features 


are genera) weakness, apprehension, productive 
cough, and sometimes chest pain. Sime individa- 
uals, perhaps due to good psychosomatic contro), 
appear to tolerate abnormal physiologic condi- 
tions better than others. The main objective 
findings of right heart incompetence in severe 
emphysema are persistent cyanosis, signs of 
chroni¢ bronchitis, signs of bronchial narrowing, 
tense muscles and rigid chest wall, depressed and 
ineffective diaphragm, and decreased breathing 
capacity. All these disorders may he partly 
reversible. Treatment may influence directly 
pulmonary circulation by decreasing pulmonary 
resistance factors and indirectly by decreasing 
anoxia which is an important factor in increas- 
ing pulmonary hypertension. 

Parts of the lung that have been destroyed or 
involved in severe fibrosis cannot be restored, 
but loss of lung tissue of pulmonary blood ves- 
sels is not the most important factor in causing 
pulmonary hypertension. The reversible dis- 
orders in the lungs which contribute to hyper- 
tension and which may be improved by treat- 
ments are: 

(a) Increased intra-alveolar pressure. 

(b) Bronchial infection with excess secretions 

and partly obstructed bronchi. 

(c) Edema of bronchial mucosa (allergic or 

itritative). 


(dad) Constricted bronchioles. 


Wlinois Medical Journca! 


a 
i] 
A 
ul 
fe 
ca 
pl 
ar 
W 
al 
CO 
It 
Ww) 
th 
sp 
ra 
Cli 
ch 
| 
| be 
sa 
18 
we 
hy 
302 


(e) Immobility of the diaphragm. 

({) Rigidity of muscles of the chest wall. 

Combined treatment consists of : 

(1) Promoting bronchial dilatation by bron- 
chial dilator drugs (aminophyllin), 
sympathomimetics (adrenalin). 

(2) Clearing bronchia) airway with old fash- 
ioned steaming, expectorants, or aerosol wetting 
agents (as alevaire), aerosol enzymatic digestants 
(tryptar), and sometimes bronchoscopic aspira- 
tions. 


aerosol 


(3) Elimination of allergens and nonspecific 
irritants (cigarette smoke ete.) Occasionally, 
ACTH or cortisone in an effort to decrease 
eosinophilic infiltrations, 

(4) Intermittent positive pressure breathing. 

(5) Treatment of bronchial infection by anti- 
biotics. 

(6) Mobilization of diaphragm by pneumoperi- 
ioneum and emphysema belt. 

(7) Psychosomatic therapy plus re-education 
in breathing habits. 

(8) Phlebotomy, in far advanced cases of em- 
vhysema with polveythemia and hypervolemia. 

(9) Cardiac supportive therapy, digitalization 
and salt restriction. 

The particular bronchodilating drug most ef- 
fective for each patient usually must be deter- 
mined by trial, Unless other measures are used 
concurrently, the effects of any drug are short- 
lived, About one third of al) emphysema and 
pulmonary hypertension cases were found to have 
an allergic factor not previously recognized. 
When there is an allergic component, and the 
allergen cannot be readily eliminated, ACTH or 
cortisone may induce resolution of the allergic 
(eosinophilic) infiltration of the bronchial wall. 
It is not justifiable to use these potent hormones 
without investigation of possible specifie factors 
that may be eradicated. Elimination of non- 
specific irritants, smokes, and gases and avoiding 
rapid changes in weather may account for benefi- 
cial results experienced by some patients after 
change in residence or climate. Cigarette smok- 
ing is harmful to most patients and should not 
he permutted. 

Expectoration of sputum and plugs is neces- 
sary for a good bronchial airway. When sputum 
ix tenacious and the patient has ineffective cough, 
we have found alevaire (a detergent) inhalation 
hv aerosol, to be better than steam inhalation. 
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(thers have found the enzyme, Trvptar, effective 


in causing tough sputum to break up so that it 
can be cleared from the bronchial tree. Brou- 
choscopic aspirations serve a useful purpose in 
some obstinate cases, but a method for more con- 
tinuous clearance is desired. 


We use the 
breathing treatment for 15 minutes two to three 
times daily on hospitalized patients (using the 
mine resuscitator or Bennet apparatus). Some 
workers have tended to discredit this procedure, 
but there is no question that the method has a 
permanent place in the treatment of most pa- 
tients with bronchiolar obstruction and emphy- 
sema. This treatment helps mobilize stagnant 
sputum, forces air through partly obstructed 
bronchi, and tends to dilate small bronchioles 


and air sacs pre- 


intermittent positive pressure 


foreing fresh air into alveoli 
viously were stagnant. 

When fluoroscopy reveals a low, fixed dia- 
phragm with the breathing capacity greatly de- 
creased and dyspnea marked, pneumoperitoneum 
will mobilize the diaphragm and improve breath- 
ing. Thereafter we usually provide the patient 
with a pneumatic emphysema belt to help keep 


the diaphragm in an advantageous position. 


Many of these patients develop anxiety and 
tenseness which causes the extra muscles of res- 


piration to become spastic and interfere further 


with normal reciprocal movements of respira- 


tion. Instruction in norma) breathing and de- 
crease of emotional tension is of immeasurable 


henefit. Morever, when these patients realize 
that every effort is being made to help them after 


months or vears of despair, their outlook and 
general psychosomatic machinery seem to work 
better. 


In extreme and prolonged cases of pulmonary 
hypertension, polycythemia and hypervolemia 
may develop and add to engorgement in the 
pulmonary circuit. In these cases phlebotomy 
may be the most effective means of immediate 
symptomatic relief. 


No one of these therapeutic procedures alone 
can be depended upon to bring about maximum 
symptomatic or objective improvement but utili- 
zation of a) the methods at our command brings 
some degree of success in nearly all patients and 
great benefits are some. Many who have been 


totally disabled are able to return to work. A 
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few return to coal mining, but less arduous work 
is more suitable. 

We assume that pulmonary hypertension is 
decreased by treatment. There is no good clini- 
cal method available to measure day to day pul- 
monary hypertension and right heart strain. We 
are unable to judge precisely, with ordinary 
laboratory and X-ray studies, what happens to 
the pulmonary artery pressure, and must depend 
upon circumstantial evidence. Since marked 
dyspnea on slight effort and cyanosis usually are 
strikingly improved, we assume that there is 
better pulmonary circulation and _ aeration. 
Edema of legs and liver may clear, indicating 
less backward pressure. One objective bit of 
evidence that could easily be obtained would be 
to determine intrapleural pressure before and 
after treatment, because this pressure in a rough 
way is in ratio to the intra-alveolar and pulmo- 
nary pressure. Occasionally electrocardiographic 
evidence of improvement in right heart strain 
occurs after relief by treatment of the pulmonary 
factors—e.g., more normal P waves and _ less 
tendency. to right axis deviation. After relief 
from right heart dilatation, occasionally we see 
X-ray evidence of improvement by decrease in 
size. The pulmonary conus seldom decreases in 
size. There is less cyanosis, and a reduction in 
hypoxia may be shown by determination of 
arterial oxygen content, but this is not necessary 
for ordinary clinical work. The significant clini- 
cal feature is that these patients have much less 
dyspnea and chest discomfort, and a little im- 
provement goes a long way when one is strug- 
gling for breath. 

Of 100 selected cases treated as outlined, the 
rehabilitative feature has been most encouraging. 


Precise figures are difficult to obtain regardin; 


work because many were self-employed ; in other- 


there are many factors other than physical ti 


be considered. Some have no will to work, other: 
prefer a disability pension, and some work stead- 


ily who should be retired. I believe a fair esti- 


mate is as follows: 


Return to full former employment — 20 pe: 


cent 

Return to different employment — 30 per cen 

Symptomaticly, greatly improved, but no 
working — 40 per cent 

No improvement — 10 per cent. 

SUMMARY 

Many pulmonary disorders may influence th: 
pulmonary circulation, but the disorder whici 
most consistently has a detectable effect on the 
pulmonary circuit is pulmonary emphysema. 
Treatment for relief of pulmonary hypertension 
and right heart strain should be directed toward 
reversal of the factors that increase resistance 
in the pulmonary bed. 

Combined treatment consists of measures to 
improve the airway through the bronchi, to im- 
prove aeration in the alveoli, to decrease the 
intra-alveolar pressure, and to mobilize the dia- 
phragm. 

Great improvement in subjective symptoms 
and some favorable changes in objective signs 
may be obtained in patients with varying de- 
grees of pulmonary hypertension. 
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Leg Cramps in Pregnancy 


Prevention and Treatment 


John R. Wolff, M.S., M.D. 
Chicago 


Cramping pains in the legs are exceedingly 
©ommon during pregnancy. Page and Page? 
‘jund that while only fourteen per cent of indi- 
,ent patients developed these symptoms, fifty-six 
‘er cent of private patients suffered from these 
cramps. They suggested that these painful con- 
ivactions were due to an increased muscular ir- 
i tability similar to a tetany, and caused by a 
eerease in the diffusible calcium and a corr- 
-sonding rise in the inorganic phosphorus con- 
‘ontrations of the blood. They showed that this 
«ondition could be induced by either the use of 
large quantities of milk in the diet, or by supple- 
menting their diet with dicalcium phosphate as 
a source of calcium. Page and Page also demon- 
sirated that leg cramps could be prevented by 
reducing the intake of milk, the use of calcium 
sults free of phosphorus, and adding small 
amounts of aluminum hydroxide gel to the diet 
in order to remove some of the dietary phos- 
phorus from the intestinal tract. They also 
showed that this symptom could be relieved by 
similar therapy. 

The purpose of this report is to demonstrate 
the value of the administration of a dietary 
vitamin and mineral supplement containing a 
phosphorus free calcium salt and aluminum 
hydroxide gel (Calcisalin*) in the prevention 
and treatment of leg cramps to a group of pri- 
vate pregnant patients. 

THE SYMPTOM 

Leg cramps, as such, are commonly described 
as painful tetanic contractions of the gastrocne- 
mius muscle. They usually occur in the morning 
upon arising and are brought on by stretching 
and a change in body position. These cramps 
often develop in the thighs and buttocks and are 
accompanied by a generalized muscular soreness 
and irritability. 


Assistant Professor of Obstetrics and Gynecology, 
University of Illinois Medical School; Chairman of the 
Department of Obstetrics, Henrotin Hospital, Chicago. 


*Calcisalin: (The Harrower Laboratory, Inc.) 
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RELATIONSHIP BETWEEN LEG CRAMPS 
AND CALCIUM 

In 1930 Hartley* made the observation that a 
tetanoid state was common during the latter half 
of pregnancy. ‘This syndrome consisted of symp- 
toms of leg cramps, insomnia, irritable disposi- 
tion, moderate edema, and paresthesias. He 
offered the possibility that this might be due to 
a disturbance of calcium metabolism. Menden- 
hall and Drake* (1934) reported the frequency 
of this tetanoid state. They found that relief 
was obtained when calcium, fortified with vios- 
terol, was given in sufficient amounts. Early 
workers then were of the opinion that leg cramps 
were associated with an abnormal calcium 
metabolism during pregnancy. 


CALCIUM AND PHOSPHORUS METABOLISM 
IN PREGNANCY 

The question of calcium metabolism in preg- 
nancy as well as the clinical use of calcium 
compounds has been a much debated subject. 
Calcium is present in the blood serum in two 
forms: 1) a non-diffusible calcium which is 
bound to the serum proteins, and 2) the diffusi- 
ble calcium which is ionized. Only the diffusi- 
ble calcium is important in the etiology of leg 
cramps. The total blood calcium level declines 
during the latter half of pregnancy. There is 
a lowering of the diffusible calcium although the 
non-diffusible calcium is usually not altered or 
may be slightly increased. Phosphorus blood 
levels are unaltered, 


CLINICAL EXPERIMENTATION 

Newman* studied the effects of therapy upon 
blood calcium levels. He found that various types 
and dosages of calcium phosphate and viosterol 
did not alter these levels. Gross, Wager and 
Loving® also found that the administration of 
calcium as dicalcium phosphate did not elevate 
the serum calcium or ionized calcium levels. 

Page and Page’ determined blood levels on 
ten pregnant women, nine complaining of leg 
cramps. The diffusible calcium in the blood 
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was lowered and there was an increase in the 
inorganic phosphorus. Limiting the milk intake 
and increasing the elimination of phosphorus 
raised the blood level of diffusible calcium and 
lowered the blood level of inorganic phosphorus. 


THE PREVENTION AND TREATMENT 
OF LEG CRAMPS 

In our own investigations, ‘the records of two 
hundred private patients were reviewed as con- 
trols. These patients were seen at regular in- 
tervals from the second month of pregnancy to 
delivery. All were of the middle economic class. 
Nutrition was not a problem, yet all were advised 
to eat two eggs daily; meat, fish or poultry daily 
on two occasions; and milk as tolerated. Dical- 
cium Phosphate with viosterol grains fifteen 
daily was started routinely at the fourth month. 
Leg cramps was a common sympton. One hun- 
dred and two patients (51%) complained of this 
at least once during the latter half of their preg- 
nancy. ‘Treatment was symptomatic — such as 
salicylates, rest and moderate exercise. Results 
were discouraging and this minor symptom was 
usually tolerated until it disappeared following 
delivery. 

Calcisalin* was given to a group of one hun- 
dred and twenty private patients. These patients 
were of the same economic group as the control 
eases. Again nutrition was not a factor and a 
similar diet was advised to this group. . This 
supplement was started by the fourth month 
in all cases and in the third month in ninety- 
eight patients. Six tablets daily (two TID) 
were advised. Only fourteen patients complained 
of leg cramps during the latter half of their 
pregnancy. All fourteen admitted consuming 
three to five glass of milk daily, as well as large 
amounts of eggs, meats and ice cream. Nine of 
the fourteen did not take their tablets regularly 
as directed. 

Of the fourteen having leg cramps, nine were 
relieved by eliminating milk and encouraging 
the use of the supplement as recommended. 


DISCUSSION 


The use of calcium as such has been advised 


to all pregnant women for years. It is recognized 
that the fetus obtains sufficient calcium from the 
mother regardless of her intake of this mineral. 
This is true even in locations where osteomalacia 


*Supplied by the Harrower Laboratory, Inc. 


is endemic. Fetal osteomalacia and fetal rickets 
are practically unknown. The relationship of 
maternal dental caries to calcium metabolism is 
a questionable one. ‘Three glasses of milk daily 
plus liberal portions of meat and eggs has long 
been a dietary command to parturients. Dical- 
cium phosphate with Viosterol plus iron and 
vitamins have been prescribed as routine addi- 
tions to the daily diet. 

When Page and Paget demonstrated the large 
amounts of inorganic phosphorus in such a diet, 
and the effect of this diet (plus the phosphate 
salt of calcium) on the diffusible blood calcium 
and phosphorus levels, they opened the question 
of the efficiency of our present regime. Their 
demonstration of the relationships of this dis- 
turbed metabolism to the production of a tetanoid 
state as exemplified by the leg cramp syndrome 
has led to a revaluation of our clinical approach 
to this problem. 

Reduction of phosphorus intake by eliminating 
milk, meat and eggs is not a feasible or practical 
measure. It is much simpler to prescribe cal- 
cium in a salt form that does not contain phos- 
phorus. It is also simple to increase the elimina- 
tion of dietary inorganic phosphorus by the ad- 
dition of an aluminum hydroxide gel. The sup- 
plement used on this occasion embodies these 
principles. 

Although leg cramps in themselves may be 
minor symptoms to the obstetrician, who is in- 
terested in the major clinical prenatal problems, 
they may be accepted as a possible diagnostic 
indicator of low calcium levels. There is also 
the matter of the patient’s comfort to consider, 
for to the pregnant women leg cramps can be 
an extremely uncomfortable entity. 


SUMMARY AND CONCLUSIONS 

Leg cramps are common during pregnancy. 
They may be induced by a diet rich in phos- 
phorus and made worse by the administration of 
the phosphate salt of calcium. 

The cramps may be prevented by augmenting 
the diet with a vitamin, mineral supplement con- 
taining a calcium salt free from phosphorus plus 
an aluminum hydroxide gel which eliminates 
dietary phosphorus. 

Only four per cent of the patients developed 
leg cramps while on such a regime as compared 
to fifty-one per cent of a group of control ‘cases. 

Treatment of leg cramps was successful in 
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sixty-four per cent of the group which developed 


symptoms. 
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Industrial Medicine and the 
Private Practitioner 


Carey P. McCord, M.D. 
Ann Arbor, Michigan 


The private practitioner is the backbone of 
industrial medicine. This statement finds sub- 
stantiation in the fact that 85% of all industrial 
medical work is carried out by physicians not 
serving on the premises of industry. Some 90% 
of all physicians engage in industrial medical 
work and this group of physicians serve on the 
On the other side 


average 50 patients yearly. 
of the situation, of those plants rated as being 
large establishments, that is having 2500 or 
more employees, only 46% employ full time phy- 


sicians. In medium sized plants, that is those 
with a work force ranging from 500 to 1000 
employees, 59% are served by physicians only 
on an “on-call” arrangement. In these medium 
sized plants, only one half of 1% employ a full 
time physician. Further down the scale as to 
size of work establishment, that is up to 500 
employees, 41% are served by physicians on a 
“on-call” basis while the majority have no ar- 
rangement whatever with any physician. 

As a result of this simple recital, it must be- 
come apparent that the private practitioner out- 
standingly is the source of medical services 
to industry. In a measure, the statement is 
justified that with few exceptions every physician 
is an industrial physician, a fact little recognized 
by these physicians themselves and in truth 
there is obvious reluctance on the part of many 
to accept any identification with industrial medi- 
cine, 


Institute of Industrial Health, University of Michi- 
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Industrial medicine as practiced through in- 
plant services and on a full time basis leads to 
the setting apart of some 2500 physicians as 
specialists in industrial medicine. The quality 
that distinguishes these industrial medical spe- 
cialists from that much larger group that in- 
cludes some industrial medical work within its 
activities is that the former is well familiar with 
the technology of his particular industry and 
perhaps may be conversant with the technology 
of many industries. If petroleum products man- 
ufacture may be accepted as a suitable example, 
it may be pointed out that that type of manufac- 
ture starts with a single raw material — crude 
petroleum oil, but through suitable manipula- 
tions and refinements that crude oil ends up in 
some 700 different products with everyone re- 
quiring its own peculiar technological steps. This 
large number manifestly will embrace various 
grades and modifications of gasoline, several 
types of naptha, a variety of oils, and extensive 
number of waxes, an array of tarry chemicals. 
Toward the end of these examples there might 
be mentioned some forms of synthetic rubber 
that are well dependent upon petroleum deriva- 
tives as one essential constituent. The physi- 
cian in industry who moves with facility within 
all of this sort of technical requirement becomes 
the true industrial physician assuming always 
that in addition he is suitably qualified in the 
requirements of good medicine. 

As a corollary to the foregoing it becomes 
apparent that the industrial medical specialist 
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need not know the technical requirements of all 
industries but perforce must be familiar with 
the industrial activities of his own particular 
industry. With such knowledge he is placed in 
position to shape his program to the needs of 
his particular work force. Medical activities in 
a large department store in the majority of its 
requirements will not differ from those suitable 
for the work group in a steel mill. However, 
over and above those shared requirements a good 
industrial medical program will be conditioned 
and modified to the precise demands imposed 
by trade processes. Clearly the nature and ex- 
tent of preplacement physical examinations will 


incorporate distinct differences as to a depart- 


ment store and a steel mill. 

Recently a large corporation seeking the full 
time services of a skilled medical director, listed 
the duties entailed in terms of functions. Omit- 
ting some items as irrelevant or too revealing, 
the list is here introduced: 

Medical Functions :— 

1. Develop, administer and coordinate medical 
programs, services and facilities. 

2. Supervise all medical personnel. 

. Responsible for all medical equipment and 
supplies. 

4. Advise, with essential supporting data, as 
to the development and administration of 
medical policies and standards, modification 
of existing policies, standards or procedures. 

. Contribute to high level personnel efficiency 
in the plant through planning medical pro- 
grams calculated to encourage such efficiency. 
6. Make periodic audit of compliance with 

established medical policy. 

%. Develop appropriate, desirable and required 
programs such as preemployment medical 
examinations, periodic health examinations, 
minor medical and surgical treatments, post- 
absence examinations, health education and 
counselling, employment placement plans 
and retirement counselling. 

8. Participate, as desirable, in public health 
programs. 

9. Develop health education programs designed 
to instill health consciousness in employees 
and supervisors. 

10. Promote and coordinate executive health 

examination programs. 

11. Collaborate in the establishment of physical 


or 


12. 


16, 


17. 


18. 


19. 


20. 


21. 


22. 


23. 


"24, 


and mental requirements of jobs, in the in- 
vestigation and determination of health 
hazards which may be involved and in the 
speeds of production and physical standards 
generally. 

Develop and administer appraisal of medical 
and health research programs designed to 
advance industrial medicine and surgery. 


. Collaborate and cooperate with other re- 


sponsibilities in effort to eliminate unhealth- 
ful working conditions and practices. 


. Plan, administer and coordinate industrial 


hygiene research programs. 


. Develop standards of selection, training and 


promotion of nurses and non-professional 
hospital employees. 

Designate professional personnel for special 
consultation as required. 

Recommend professional medical personnel 
as required as arbitrators or participants in 
arbitration proceedings relating to employee 
health, physical qualifications, or health 
hazards. 

Develop and maintain training or informa- 
tional program for Medical Department per- 
sonnel as required. 

Cooperate, as desirable, with medical schools 
in education and training of industrial doc- 
tors. 

Cooperate with Director of Safety in the 
development of safety programs, safe work- 
ing conditions, and protection against fati- 
gue, exhaustion and health hazards. 
Cooperate with Directors of Employment 
and Training in the development of place- 
ment and transfer policies applicable where 
employment changes may be desirable be- 
cause of physical or health conditions. 
Establish and administer rules and proce- 
dures controlling the conduct of emergency 
hospital, clinics, dispensaries, facilities for 
diagnosis, treatment, investigation, transpor- 
tation, records — consistent with adequate 
medical standards and appropriate economy. 
Periodically inspect hospital and dispensary 
facilities to assure proper medical, surgical. 
hygiene and ethical services. 

Provide review and advise concernig ap- 
propriation requests for hospital, dispensary. 
medical equipment, sanitary facilities, from 
the viewpoint of proper attention to health 
standards. 
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. Advise management associates concerning 
public relations or politcal aspects of medi- 
cal or health programs. 

26. Maintain continuing familiarity with medi- 
cal developments generally as they may re- 
late to employees’ health. 

. Participate, as desirable, in national or reg- 
ional medical associations meetings. 


. Maintain interest in and appropriate rela- 
tions with recognized, established agencies 
such as American Red Cross and American 
Industrial Nurses Association. 

This long recital need not grievously concern 
the private practitioner. ‘This is presented for 
two objectives. First, here are displayed all 
those qualifications apart from usual medical 
attainments, the possession of which mark the 
industrial physician as a medical specialist serv- 
ing in a distinctive field. Secondly, it will be- 
come evident that the more the private practi- 
tioner may make contributions to industry along 
any of these mentioned functions, the more 
valuable his services become. Fully it will be 
apparent that small industry which is the strong- 
hold for the industrial medical activities of the 


private physician, never or rarely, include such 
elaborateness in the medical programs. 

If it be agreed that tremendous significance 
is to be attached to the techniques of industry 
as an essence in good industrial medical work, 
any number of difficult situations as to the 


private practitioner becomes clear. A part of 
the reluctance of the private practitioner to re- 
gard himself as part of the total industrial medi- 
cal force is because of his recognized lack of 
acquaintance with industrial pursuits. The ac- 
quisition of such kinship with industry becomes 
enormously difficult. If perchance the private 
practitioner serves patients deriving from twenty 
or more different industries, everyone with dif- 
ferent technological activities, as all too often 
happens, the private practitioner may make dis- 
turbing diagnoses and with particular reference 
‘to occupational diseases. More often than not 
all such spring from insufficient understanding 
of industry’s machines, materials, chemicals, in- 
termediate processes and their like. On rare 
occasion the private physician becomes an instru- 
ment in the iatrogenic diseases. Unfortunately 
in these rare instances, he may make diagnoses 
of occupational disease that not conceivably could 
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have arisen because in the plant involved there 
was utterly no opportunity for exposure to the 
causative factor for the occupational disease in 
question. By way of example, from a lamp black 
factory, and truly a dusty one, a patient appeared 
in the office of a private practitioner and in due 
course a diagnosis of “silicosis” was attached to 
a well established lung affection. As to exposures 
in that lamp black factory, starkly there was no 
opportunity for exposure to silica, the single 
causative agent leading to silicosis. In truth, 
silicosis may have existed and the diagnosis may 
have been precisely correct, but any such condi- 
tion unfailingly would have been caused by ex- 
posure in some earlier employment. In reality 
as to this instance, the damaging exposure was 
connected with previous coal mining in another 
state. Yet in such matters, the skilled and well 
meaning private practitioner inaugurates 
through his lack of full exploration of the work 
situation a series of disturbing and expensive 
circumstances conducive to disaffection on the 
part of the worker himself and his family and 
the employer, all of which ultimately involve 
the private practitioner. 


If any portion of these contentions be true, 
a measure of remedy quickly is in sight. Show 
to the private practitioner the industrial pursuits 
of his community. Permit him better to qualify 
as the able industrial physician by demonstrating 
to him the processes of industry that surround 
him. 


At this time as an educational procedure in 
university areas, a fair number of symposia 
yearly are provided related to industrial medical 
topics and designed for the private practitioner. 
All this is fine and there should be more of such 
discussionals and there should be larger attend- 
ance on the part of the private practitioners. 
One of the outstanding opportunities in these 
symposia is for the period to forget about learned 
didactic presentations and instead to conduct the 
entire group of private practitioners through a 
whole series of manufacturing establishments, 
perhaps one every half day and for a period of 
4 to 5 days. This one step, at least for the small 
group of participants concerned would do more 
toward eliminating the aversion, the repugnance 
and the uncertainty of the private practitioner 
toward industrial medicine than any dozen in- 
formative lectures or any dozen textbooks. 
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A fine opportunity for bettered intraprofes- 
sional relations beckons to the full time indus- 
trial physician and particularly in the smaller 
industrial communities. Once yearly arrange 
for the county medical society to meet on the 
plant’s premises. Provide a dinner and a good 
one. Forget the scientific papers; forget the 
plant medical appurtenances however admirable. 
Instead, take the private practitioners into the 
factory. Show them such things as a monitor 
lathe, a drill press, a vapor degreaser, a paint 
spray booth, a heat treat department and a weld- 
ing operation. Permit these physicians to get just 
a few metal shavings or a little plastic dust into 
their own pants’ cuffs. That is the badge of the 
qualified industrial physician ! 

The desirable partnership between the private 
physician and the industrial medical specialist 
is a natural one. Of any 100 serious complaints 
reaching the plant dispensary, some 90 have 
nothing to do with plant operations as to causa- 
tion. Yet, the workman so afflicted is just as 
much a detriment to the plant’s activities and to 
himself as though he had incurred in the factory 
a broken finger or a severed ligament. Wholly 
is it impossible for the plant physician to be con- 
cerned only with that portion of a workman who 
works 8 hours daily. Equally is it impossible 


for the private practitioner to segregate and 
minister to the workman’s 16 hour affections 
when he is away from his employment. Physical 
or mental disturbances are 24 hour affairs and the 


workman is a whole human being throughout the 
24 hour day. The plant physician has no pur- 
pose or willingness to provide medical services 
for non-occupational affairs beyond emergency 
care or beyond trivial conditions. That becomes 
the function of the private physician. Still what 
that private physician does or does not do is just 
as important to the workman and to the em- 
ployer, as any ministrations on the plant 
premises. 

Inescapably it comes about that the private 
practitioner, whether he recognizes it, whether 
he be willing, whether he plans it, perforce he- 
comes the major medical factor in keeping the 
workman at work and earning his wage. 

Presently, in terms of need but not necessarily 
in terms of demand, there is a shortage of some 
4000 full time industrial physicians. To offset 
this shortage, universities yearly are turning out 
only about 30 to 50 skilled trainees. Even 
though that deficiency fully were met the situa- 
tion would remain the same. The backbone of 
industrial medicine is the private practitioner. 
Industry knows this; the industrial medical spe- 
cialist knows this; but the practitioner does not. 
For all foreseeable time, industry expects to rely 
upon the private physician to serve industry’s 
work force. Industry invites the good private 
practitioner to become even more _ proficient 
through familiarity with the very essence of 
occupational health — industrial technology — 
the mechanics of industry. 
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Burns —A Plea for Early Definitive Care 


Casper M. Epsteen, M.D., D.D.S. 


The nightmare complications of severe burns 
cin frequently be avoided by proper early care 
aid attention. The immediate life saving meas- 
ures are usually well handled. When the acute 
cisis has passed, attention must be directed to- 
wards healing of open lesions. Many methods 
o treatment have been advocated and undoubted- 
ly they have all given excellent results. But 
ecch burn patient not only merits but must have 
individual attention. 

The unfortunate feature of most of the con- 
tractures in burns is the delay that is permitted 
in definitive treatment. All burns involving the 
face, neck, hands and joints must be handled 
with dispatch as soon as the systemic condition 
permits in order to avoid the horrible results 
that almost inevitably follow delay in definitive 
care. Amyloid infiltration of the viscera and 
nephritis are not uncommon systemic complica- 
tions when coverage of the open wounds of ex- 
tensive burns has been unduly prolonged. It is 
the duty of every physician who is called upon 
to treat and care for burned patients, to relieve 
pain and shock, to maintain the general well 
being of the patient, to promote healing of open 
wounds, and to return the patient to normal 
funetion and appearance as early as possible. 

The local pathology is so well known that 
no further discussion should be required. The 
first dressing usually requires a general anesthet- 
ic if the burn is of the deep 2nd° or 3rd° nature. 
It is at this time that a definite plan of local 
treatment should be outlined. Variations may, 
of course, become necessary, but the basic prin- 
ciples of the treatment must be maintained once 
they have been established. The sad and un- 
fortunate picture in many instances is that once 
the nutrition has been elevated and the wounds 
cared for by dressings, relaxation on the part 
of the attendants sets in and the excellent vigor- 
ous early care begins to lag instead of being car- 
ried on to completion. 

All burns require a great deal of individual 
attention. There are no short cuts. Proper 
records must be kept to note the progress of the 
patients — the urine must be examined regularly 
— hlood counts must be done at frequent inter- 
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vals — the hematocrit determination must be 
frequently performed until a normal level has 
reached a plateau. The blood chemistry must 
be well within normal limits. All these factors 
must be watched and watched carefully. When 
they have all reached a satisfactory level, and 
if there is no evidence of local infection, then 
attention should be directed towards covering the 
open wounds with split thickness skin grafts. 
Contractures are prevented only by early skin 
grafting. Splinting will not prevent contractures 
nor will the application of plaster casts alter this 
pathologic result of burns. Such procedures only 
mask the true situation and all treatment should 
be directed at preparing the areas for grafting at 
the earliest possible moment, to prevent these un- 
fortunate complications — contractures and de- 
formities. Procrastination of this vitally impor- 
tant step is the cause so often of the crippling 
effects of contractures. Pinch grafts are men- 
tioned at this time only for condemnation. They 
destroy donor sites for future grafts and produce 
hideous scarring in both the donor and recipient 
sites, 

If the attending physician has brought the 
patient past the crisis where life and death are 
no longer in a nip and tuck balance, he should 
not be guilty of Commission in the proper de- 
finitive care of the open wounds. There is no 
need for patients to emerge with ectropion of 
the lower or upper eye lids or with such scars on 
the face that the eves are forcibly opened when 
the mouth is opened. There is no longer any 
need for severe burns of the neck to result in a 
chin-chest conracture with its attendant sial- 
lorhea and intraoral complications, and the 
numerous operations and long period of time 
necessary for reconstruction and rehabilitation. 
There is no longer any need for patients to be 
limited in extension of their forearms or ab- 
duction of their upper extremities (and/or 
wrists), and legs (and/or ankles) by inelas- 
tie fibrous tissues. There is certainly less need 
for crippling of hands due to scar contractures. 

To allow a large superficial wound to heal by 
eranulation should be considered a_ surgical 


failure. The production of rigid scar tissue 
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in burn wounds involving joints is a most seri- 
ous complication from a functional and re- 


habilitation standpoint. Excision of this inelas- 
tic tissue may be a very tedious and exacting 


‘ procedure and it may not be possible to remove 


at all. Better results are obtained if the open 


wounds are covered before scar tissue has 
formed. 

This plea is made for adequate definitive 
care of these unfortunate people so that they 
may be able to return to normal function as 
early as possible. 

25 E. Washington St. 


Deaths from cancer of the lung in Illinois 
contiue to increase steadily as shown by the 


following table: 


TABLE 1 


DEATHS FROM CANCER OF BRONCHUS, 


LUNG AND PLEURA AS COMPARED TO 


TOTAL CANCER DEATHS, ILLINOIS 1940-1952. 


Deaths from cancer 


Total of Bronchus, Per cent 
Year Cancer Deaths Lung & Pleura — of total 
1940 11,147 551 4.9 
1941 11,396 * 5.6 
1942 11,650 700 6.0 
1943 11,959 757 6.3 
1944 12,328 797 6.5 
1945 12,652 859 6.8 
1946 12,820 952 7.4 
1947 13,500 1077 8.0 
1948 13,863 1123 8.1 
1949 14,141 1226 8&7 
1950 14,430 1381 9.6 
1951 14,785 1503 10,16 
1952 14,988 1560 10.41 


Although a satisfactory surgical technique has 
been developed and operative mortality from lung 


cancer is low, not more than five per cent of 
the cases are cured, Potentially, with earlier 
diagnosis, cures could reach fifty per cent. The 
problem, therefore, is how to increase the number 
of early lung cancer diagnoses. 7 

Today, the only means available with which 
to cope with this situation is the chest roentgeno- 
gram. Accumulated evidence has shown that 
early bronchogenic carcinoma can be discovered 
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Cancer of the Lung 


G. Howard Gowen, M.D. 


Springfield 


in this fashion whether the roentgenogram be 
taken as part of a regular physical examination, 
a hospital admission or a community chest sur- 
vey. For such a program to reach its maximum 
effectiveness, more people must submit to chest 
roentgenograms, particularly men over forty. 
At the present time radiologic facilities of this 
nature are far from being taxed to the limit 
of capacity. ‘Therefore, promotional effort in 
this direction will not place an impossible burden 
on radiologic personnel and equipment. 

Action has already been taken to get more 
people to have roentgenograms of the chest at 
regular intervals. ‘The groups actively partici- 
pating in this project are the Illinois Division 
of the American Cancer Society, the Illinois 
Tuberculosis Association, the Illinois Heart As- 
sociation, and the Illinois Department of Public 
Health. With regard to lung cancer, there 
will be added emphasis on men over forty. As 
an adjunct to this effort will be a wide showing 
of the American Cancer Society’s new film The 
Warning Shadow, which deals with lung cancer 
in a popular fashion. 

While the work of these organizations will 
produce results, there is an untapped potent force 
that could add greatly to the accomplishment, 
namely, the family physician. It is his duty to 
urge and arrange for the roentgenographic 
screening of his patient population. His im- 
mediate and continuous active participation is a 
required step in such a program. 
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Diagnosis and lTreatment of Secretory 
Otitis Media 


Pierce W. Theobald, M.D. 
Chicago 


The otologic problem of secretory otitis media 
is not a new one. It was described by Politzer* 


as early as 1869, and has appeared in the litera- 
“ure at infrequent intervals since that time. For 
want of a better term, it has been variously 
alled serous otitis media, otitis media with et- 
-usion, and catarrh of the middle ear, as weli 
is secretory otitis media and other lesser used 
erms. 

Evidentally there is an apparent increase in 
ihe incidence of the disease due to a greater 
awareness of the possibility of its presence and 
vreater vigilance of otologists in diagnosing it. 
\Loople® is in no small measure responsible for 
‘fe increase in the number of cases being diag- 
nosed, for it was he who emphasized the lack 
of teaching concerning this entity in our medical 
schools, in our text books and post-graduate 
courses. However, it would seem that there 
is a very definite real increase, as well as an 
apparent one, in the incidence of this malady, 
and it would seem that the real increase is 
largely due to the increased and often indiscrim- 
inate use of antibiotics for the treatment of 
upper respiratory infections, particularly in 
children. All too often antibiotics mask the 
findings of acute otitis media, an indicated 
myringotomy is not performed, and secretory 
otitis media results, with consequent hearing 
loss. Again, all too often, the hearing loss 
is blamed on the subsiding acute otitis media, 
and the diagnosis of secretory otitis is delayed, 
o: in some cases, possibly never made. Partial 
blame for the increased incidence must also be 
laid to the increase in commercial flying. 

The incidence and importance of this disease 
can be readily grasped from a very few simple 
figures. A spot check revealed that roughly 


thirty four per cent of patients seen in the 


author’s practice, a general otolaryngologic type 


Presented before the Section on Eye, Ear, Nose and 
Throat, 113th Annual Meeting, Illinois State Medical 
Society, Chicago, May 19, 1953. 


From the Department of Otolaryngology of North- 
western University Medical School and St. Luke's Hos- 


pital, Chicago. 
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practice, are cases of hearing loss from all causes, 
simple or complex, remedial or non-remedial. 
Between three and four per cent of these patients 
with hearing loss have secretory otitis media. 
While some cases of the disease, particularly 
in children, wil) Clear up with local therapy 
of the nasopharynx and Eustachian tubes ori- 
fices, it has been my experience that the vast 
majority require myringotomy. The purpose of 
this paper is te review the findings and results 
in one hundred forty-four unselected patients 
with secretory otitis media that necessitated my- 
ringotomy, ‘The smal) percentage of cases re- 
sponding to more conservative measures will 
not be included in this discussion. These patients 
were all seen in private practice from July, 1946, 
to December, 1952. It is hoped that more 
light can be shed on some of the mysteries 
of this perplexing problem by such a review. 
One hundred six of these patients, or seventy 
three per cent, had unilateral secretory otitis 
media, while the remaining twenty seven per 
cent had bilateral involvement. The figures 
therefore represent a total of one hundred eighty 
two ears in which the condition was encountered. 
Seventy seven were males and sixty seven fe- 
males. Twelve were children under ten years 


N 


Number of cases 


under 10-19 20-29 30-39 40-49 50-59 60-69 over 
10 Gro’ 70 


J 


Pig.1. Incidence of media by age groups 
of age. As shown in Figure 1, the largest num- 
ber of patients was encountered in the thirty 
to thirty nine and fifty to fifty nine age groups. 
Whether there is a greater incidence in those 
groups or they are more concerned with their 
hearing at those ages I do not know. 
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The primary complaint was loss of hearing 
acuity in one or both ears, although many pa- 
tients complained only of a ‘blocked’ or ‘stopped- 
up’ feeling in the involved ear. ‘Tinnitus, al- 
though often considered important, was a com- 
plaint in exactly one half of the one hundred 
forty four cases, and therefore can only be 
considered of secondary importance as a help 
in diagnosis. Nor was there any definite type 
of tinnitus noticed, it being variously described 
as a ring, buzz, crackle, hum, popping, whistle, 
click, steam or throb, Certainly it is of diagnos- 
tic value when described as a splashing or gur- 
gling sound on movement of the head. However, 
this type of tinnitus is noted only in the tym- 
panum which is partially filled with fluid, a 
relatively rare finding. 

Figure 2 shows that duration of symptoms 
prior to examination varied widely, from eight 
hours in one case to ten years in another. 
Eighty four patients had symptoms from one 


to four weeks, while thirty seven had complaints _ 


present for less than one week. ‘The condition 
had been present from two to eleven months 
in thirteen patients, and for a period of one or 


more years in ten patients. 


Number of Cases 


Less than one week 37 
One to four weeks 
Two to eleven months 13 
One year or more “2 


Fig. 2. Duration of symptoms in 144 patients 


Hearing loss determined audiometrically was 
as low as forty six decibels in one patient, 
while in others hearing was found to be normal. 
The average patient with secretory otitis how- 
ever, showed a loss of from ten to twenty-five 
decibels, with a slightlv greater loss for high 
tones than for low tones in most cases. Decibel 
loss from secretory otitis was measured from 
what the patient described as his normal hearing 
after he had recovered from the disease, not 
from the base line of the audiogram. for a 
considerable number of patients, particularly the 
older ones, also had perception deafness of vary- 
ing degree. The degree of hearing loss did not 
appear to be related to the duration of symptoms. 

As to etiology, the most common predispos- 
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ing ailment was an acute upper respiratory in-: 


fection. Ninety-two patients, or sixty-four per 
cent, had such a preceding infection. In ten 
patients the difficulty was traced to an airplan: 
flight, while eleven had been tiying with an 
acute cold. About ten per cent of these patients 
with upper respiratory infections had been 
treated with antibiotics, either preseribed by 
a doctor, or taken without medical advice. Sever: 
cases began with acute otitis media. Al! o: 
these had been treated with antibiotics. Thre: 
cases were preceded by myringitis bullosa, whic): 
has also been noted by Senturia*, Nasal polyps 
accounted for three cases and definite allergy 
to cosmetics for one. ‘The only cause in ole 
patient appeared to be accumulation of secre- 
tions in the nasopharynx in an older person who 
was at complete bed rest because of lymphang- 
itis. In thirteen patients no etiologic factor 
could be determined. 

In the group of adults, tonsils or tonsils and 
adenoids had been removed in one hundred two 
patients. The remaining thirty still had their 
tonsils, but they did not appear to be a factor. 
However, in the group of twelve children under 
age ten, nine had very hypertrophic adenoids, 
or both adenoids and tonsils. Three children 
had had their tonsils and adenoids removed 
previously because of their hearing loss, but the 
diagnosis of secretory otitis had been overlooked. 
In fact, in one case, a child, the otolaryngologist 
had not even examined the ears. 


Regarding diagnosis, a history of rapid onset 
of unilateral or bilateral hearing loss, with or 
without tinnitus, should lead one to suspect the 
disease. If the physician is fortunate enough 
to have a patient describe a splashing or gurg- 
ling sound in the ear, or a feeling of something 
moving in the ear when the head is tilted from 
side to side, the diagnosis can almost be made 
without examining the ear. Many complain of 
a ‘blocked’ or ‘plugged’ feeling in the ear or 
in the head. 


The typical appearance of the tympanic mem- 
brane in cases of secretory otitis has been de- 
scribed by Hoople*, Jordan*, Suehs®, and others. 


‘The presence of a fluid level, or meniscus, on 


examination of the tympanic membrane is rare, 
having been seen in only seventeen, or nine 
per cent of the total of one hundred eighty 
two ears under discussion. The typical drum 
finding in the patient with a translucent drum 
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membrane is an amber color or cast. It may 
yary from red amber to bluish amber, but it is 
unmistakably present and not difficult to differ- 
entiate from the normal drum. In cases where 
the drum is opaque or thickened, the diagnosis 
can be made by auscultation with gentle cathe- 
ter inflation of the The 
safest way to describe the sound heard by aus- 
‘ultation is to say that it is not normal. If 


Eustachian tube. 


he tympanum is not entirely filled with fluid 
‘here may be a bubbling sound. In a full 
‘ympanum there may be a chugging, grating, 
r crackling sound. With a little experience 
me soon learns the sounds associated with fiuid 
‘n the middle ear. If the diagnosis is still in 
loubt after auscultation, a diagnostic myring- 


otomy should be performed, for it is less detri- 
nental to the patient and less embarrasing to 
‘he physician to open a dry ear than it is to miss 
. diagnosis of secretory otitis media by being 
imid about using a paracentesis knife. If 
luid is found by diagnostic myringotomy, treat- 
ment has already begun. 


Treatment in these cases consists in ridding the 
ear of fluid by myringotomy and catheter inilation 
or spot suction, and treating the factors, if present, 
which tend to cause blockage of the Eustachian 
tube. In the majority adults the blocked Eustach- 
ian tube is due to edema from upper respiratory 
infection. Fluid remains in the ear however, 
after the infection has subsided, and rarely will 
these cases be cured by mere catheterization and 
inflation. I have theorized that the blocked 
tube causes secretory otitis, and the presence of 
fluid in the middle ear causes further edema 
of the tube, so that a viscious cycle develops. 
This eyele can only be broken by myringotomy, 
thereby removing fluid from the ear and allow- 
ing it to become ventilated from the outside. 
Pressure is then equalized on both sides of the 
tympanic membrane and the tube then returns 
to normal. I have not found that catheteriza- 
tion is harmful to the Eustachian tube nor does 
it cause persistence of edema. 

In this series of one hundred forty four pa- 
tients, five hundred sixty two myringotomies 
were performed, an average of three and nine 
tenths per patient. In nearly half, one myrin- 
gotomy was sufficient. A little over twenty five 
per cent required two or three incisions, and 
the remainder required four or more. Nine 
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patients of the group required more than ten 
incisions, one case required fifty one. 

Contrary to some opinions J have not found 
that repeated myringotomy has been harmful 
to the drum or middle ear, for once the ear has 
become dry the hearing returns to normal, and 
one is hard-put to differentiate a normal drum 
from one that has been opened twenty or thirty 
times. 

The fluid obtained at myringotomy has been 
examined and cultured in a number of cases. 
As has been demonstrated by Suehs® and others, 
no bacteria were ever found, nor any cells that 
would aid one in determining etiology or thera- 
peusis. 

The fluid is most often serous, but may be 
mucus. Removal of thick tenacious mucus 
from the middle ear by inflation is difficult or 
impossible, therefore suction must be used.  Al- 
though serous and mucus ears tend to remain 
that way, I have seen serous ears become mucus, 
and vice versa. The change from serous to 
mucus is more frequent than from mucus to 
serous. I have not found that change in charac- 
ter of fluid is a prognostic sign. 

One must be guarded in his prognosis of these 
cases, for although it may be stated in general 
that the shorter the duration of symptoms, the 
more quickly a cure can be effected, this does 
not always hold true. One patient, a fourteen 
year old boy, had been hard of hearing for three 
years. He had been seen by no less than five 
otologists who had told his mother that he had 
nerve deafness, that he would soon be totally 
deaf, and that he had best study lip-reading, 
Examination revealed both drums to have a 
dark blue color to them, almost as if the jugular 
bulb were projecting into the middle ear cavity. 
After myringotomy a thick, almost solid clump 
of mucus was removed from each middle ear. 
Within a week hearing returned to normal and 
the ears remained dry. On the other hand, 
patients who have had svmptoms for only a 
few days or weeks may require months of treat- 
ment before the ears become dry. 

The persistent cases are the most trying to 
doctor and patient alike. The ear continues 
to refill after repeated myringotomies. In spite 
of Jordan’s‘ figure that about seventy per cent 
of these cases are allergic I have found only a 


few where allergy could be blamed. All per- 


sistent cases are given antihistamines as a thera- 
peutic test, but less than five per cent have 
shown favorable results with this treatment. 
The majority of chronic cases have benefited 
by creating what I have termed a semi-permanent 


perforation in the drum. Such a perforation 
can be made by making a C-shaped or an L- 
shaped incision in the drum. Many of these 
will remain open for as long as three to four 
weeks, usually sufficient time for the tube to 
return to normal, and in sharp contrast to the 
linear incision which usually is closed within 
forty-eight hours. ‘The few perforations that 
do not close spontaneously can be caused to heal 
at will by the usual methods of closing chronic 
perforations. 

The children in this series require special 
mention, for without exception their ear disease 
was the result of hypertrophic adenoids. As 
mentioned earlier, the only children included 
in this discussion are those whose ears did not 
clear up under conservative therapy such as 
shrinkage.and nasal hygiene. All were treated 
by tonsillectomy and adenoidectomy, with myr- 
ingotomy and catheter inflation being done 
at the same time. All were cured save one, 
who eventually required bilateral simple mas- 
toidectomy with external drainage until serous 
discharge ceased. At operation all the mastoid 
cells contained serous fluid. | Another child had 
a recurrence about six months later. ‘There 
had been tremendous adenoid - regeneration. 
Adenoidectomy was repeated and followed by 
irradiation of the nasopharynx. She has been 
free of recurrence for one year. 

Speaking of nasopharyngeal irradiation, I 
have used it in these cases in two adults who 
had recurrent attacks of secretory otitis due to 
flying. Since their business demanded frequent 
air trips irradiation was decided upon. Neither 
case has had a recurrence for over two years. 
However, I want to go on record as being against 
irradiation of all cases of secretory otitis as a 
routine procedure, even in chronic cases. 

Of the one hundred forty-four patients under 
discussion, four discontinued treatment before 
they were discharged as cured. One patient 


is still undergoing treatment after two years, 
and I am afraid he must be classed as a case 
that may never be cured. 
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The remainder have: 


been classified as cured, with hearing returned 
to normal. 

Two patients later developed cholesteatoma 
in the involved ear, although there were no 
symptoms or findings of cholesteatoma at the 
time they were seen with secretory otitis media. 
One, a girl aged twelve at the time she was first 
seen with bilateral secretory otitis that had been 
present for two years, was seen one year after 
being discharged as cured. She had left sided 
attic cholesteatoma which necessitated modifiea 
radical mastoidectomy. The second, a fifty-five 
year old male, was seen six years after having 
left secretory otitis. He had left attic choles- 
teatoma which to this date has not necessitated 
surgery. These two cases lead one to speculate 
as to whether or not secretory otitis media may 
be the cause of many cases of so-called primary 
attic cholesteatoma. 

I believe the following conclusions may be 
drawn from this review: 

Secretory otitis media is being encountered 
more frequently and being diagnosed more fre- 
quently than previously, but many cases are 
still being overlooked. 

Etiology of the disease is blockage of the Eu- 
chanical factors. Once fluid has formed in the 
middle ear, it too becomes a factor causing 
stachian tube, due to infection, allergy, or me- 
blockage of the tube by causing persistent edema 
of the mucosa. Allergy was rarely found to 
be a predisposing factor in this series. 

Secretory otitis media may cause a consider- 
able hearing loss, but if proper treatment is in- 
stituted the loss is a reversible one. 

The diagnosis is made from the history, ap- 
pearance of the tympanic membrane, inflation 
and auscultation of the middle ear, and diag- 
nostic myringotomy if necessary. The diagnosis 
is rarely made if one does not suspect the pos- 
sibility of fluid in the middle ear. 

Although conservative therapy may often be 
of value in children, it rarely is so in adults. 
Myringotomy is almost invariably required, and 
must be repeated as often as necessary. Re- 


.peated myringotomies do not appear to be harm- 


ful to the tympanic membrane. 

Secretory otitis media in children is usually an 
indication for tonsillectomy and adenoidectomy, 
particularly the latter. 

Prognostication is difficult for often there is 
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ne relationship between duration of symptoms 
and time required to effect a cure. 

Mastoidectomy may be necessary in some 
caes, but only rarely. 

secretory otitis media may be a predisposing 
fa. tor in some cases of primary attic choleste- 
at'ma. Only time and experience will prove 
or disprove this point. 


\lthough much is known of this disease, there: 


till much to be learned about it. The most 


ortant step in this learning process is that 


the diagnosis can be made proniptiy in all cases. 
307 No. Michigan Avenue 
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The 


The Laryngo- 


Surgery of the Aged 


Armand D. Albrecht, M.D. 
Champaign 


Our aging population is rapidly becoming a 
subject of increasing interest, and a vast poten- 
tiality for retained capabilities of effort. Accord- 
ing to Dublin about 2.5% only, of our popula- 
tion in 1850 was over 65. During one century 
this percentage trebled and is still continuing 
to rise. We see an even greater rise in that 
percentage of our population over 45 during this 
sanie century of progress i.e. 10% to 30%. 

If for no other reason than actual numerical 
increase, the surgeon, as well as all other prac- 
titioners, will encounter a larger group of pa- 
tients in the older age brackets. Many of us 
have a personal, as well as professional interest 
in this ever-increasing group. We can aid these 
people in their ability to maintain their physical 
integrity, thereby, reducing dependency for in- 
valid care. The intermittently or chronically 
ill person is a menace to himself and a millstone 
on the neck of his family. At the same time this 
group is becoming much better educated as re- 
gards their anatomy and physiology, and are 
much less willing to abide the correctible ab- 
normalities with which some of our ancestors 
lived and died. 

Geriatrics has become a well recognized word 

Presented before the Section on Surgery, 113th An- 
nual Meeting, Hlinois State Medical Society, Chicago, 
May 20, 1953. 
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to the laiety as well as the medical profession. 
Oberhelman has pointed out the difficulty of 
establishing an age line of demarcation and ar- 
bitrarily sets definition at 70 years. This is a 
chronological age line; biological age considera- 
tions will give us a much better evaluation and 
control of the individual patient. A patient who 
is 40 years of age and manifesting hypertensive 
cardio-vascular-renal disease is little better can- 
didate for emergency or elective surgical proce- 
dures than a 75 year old with the same defi- 
ciencies. 


We are agreed upon the fact that avoidance of 
emergency surgery, particularly in the aged, but 
wherever possible, is an important prophylaxis 
of catastrophe. Cole estimates an over-all mor- 
tality rate in cholecystectomy of 2-3%* as com- 
pared to Behrends report of mortalities of 11.7- 
16.6% for biliary tract surgery in elderly people. 
Fisher and White® report an operative mortality 
rate of 21.6% in a series of 80 operative cases. 
Haug and Dale® report 33 major operations of 
all types in patients over 60 years of age. Their 
over all mortality rate for the entire group was 
9%. The rate for emergency procedures was 
21.9% as compared 5.7% for elective operations. 

From these figures we may draw two conclu- 
sions; that it may be wise judgment to subject 
our patients to elective surgical procedures at 
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an earlier age in order to avoid the slightly in- 
creased mortality rate of elective surgery in 
the aged patient; and that the reduction of as 
many emergency conditions to elective procedures 
is necessary. 


It is essential in the evaluation of the elderly 
surgical patient to assay his condition both from 
a clinical as well as a laboratory standpoint. 
The fact that he was able to tolerate a moderate 
amount of exertion without evidence of myocar- 
dial insufficiency may be much more useful than 
electrocardiographic evidence of coronary artery 
disease. A history of long-standing dietary in- 
adequacies may be given a much greater con- 
sideration than a battery of laboratory informa- 
tion demonstrating a mild anemia, normal pro- 
tein levels, and normal electrolyte balances. The 
presence of varicosities and a history of phebitis 
and claudication may be of much greater signif- 
icance than a normal oscillometry of the lower 
extremities. In other words an adequate history 
plus the application of the principles of physical 
diagnosis will give us a fair summary of the 
patient’s ability to withstand the rigors of an 
anesthetic plus surgical trauma. 


As stated by others :° 

“With proper preoperative preparation and 
postoperative care, the risks of surgery can be 
greatly reduced. This is extremely important 
in old persons who lack the reserves of “youth. 
Prevention of complications must be strongly 
emphasized. Early active treatment of com- 
plications that do occur is necessary to prevent 
a viscious cycle of events, each further reducing 
function in vital systems. Old persons cannot 
be operated upon without prior preparation or 
be allowed to convalesce undisturbed if prohibi- 
tive mortality is to be avoided. Continual care 
and alertness to their needs are necessary.” 


It is reported that the most frequent geriatric 
surgical procedures are done for hernia, biliary 
tract disease, rectal lesions, peptic ulcer, car- 
cinoma of the stomach, carcinoma of the colon 
and carcinoma of the breast in about that se- 
quence®, These are debilitating conditions with 
the exception of hernias. Nutrition in all usually 
has been disturbed for some period of time. 
Preoperative restoration of water, plasma, blood, 
protein, electrolyte and vitamin deficiencies 
must be accomplished preoperatively in order 


that complications be avoided. Intravenous «li- 
mentation is not as satisfactory as the oral route 
for this accomplishment but must be resorted 
to in emergency circumstances. Antibiotic con- 
trol of co-existing infectious processes must ve 
established. 


The use of digitalis’ is well appreciated where 
there is a disturbance of rhythm and result: nt 
circulatory insufficiency. More important how- 
ever is the use of digitalis preparations in elde: ly 
patients without evidence of severe decompen-a- 
tion, where surgical conditions exist. Many of 
these people are able to tolerate their nor al 
daily routines; however, when additional stross 
is applied, function is inadequate. Digitaliva- 
tion, partial or complete, preoperatively or iin- 
mediately postoperatively, particularly in ‘he 
presence of fever or infection, is to be stron:ly 
emphasized. Its action may be summarized in 
these cases as one of increased myocardial tone. 
Prolonged therapy may not be necessary but 71 
digitalis may be one of the most useful supportive 
measures available in transporting a surgical 
patient through a period of crisis. 


One of the most distressing post-operative 
complications seen in any group of surgical pa- 
tients, and only indirectly related to the surgical 
procedure, is phlebothrombosis and pulmonary 
embolism. Especially in the geriatric patient, 
the tissue turgor generally is reduced. This 
coupled with disturbances in cardiac rhythm, 
variations in clotting mechanisms from any 
cause, reduced blood pressures during anesthesia, 
venous stasis due to compression of vessels of 
the extremities while patients are on the operat- 
ing table, and the post anesthetic lassitude of 
the elderly patient make for a higher rate of 
this complication in this group of patients. Elas- 
tic support of the legs has been recommended- 
postoperatively. It might be well to utilize this 
prophylactic measure preoperatively and con- 
tinue it through the early postoperative phase 
of convalescence. 


By way of clinical material, I would like to 
add a small, unselected, group of 33 patients 
in whom 36 operations were performed. The 
average age of these patients was 68.5 years, 
the oldest being 87 and the youngest 52. There 
were only three emergency surgeries in this 
group, two for appendicitis and one because of 
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Age 
77 


Operation 


Appendectomy 
Transversostomy 
Proctosigmoidectomy 
Sigmoidectomy 
Hip Pinning 
Colostomy 
Gastroenterostomy 
Cholecystostomy 
Comm, Duct. Expl. 
Hip Pinning 
Bowel Resection 


Bilateral Herniorrhaphy 
Bilateral Herniorrhaphy 
Subt. Gastrec. 

L. Lum. Sympath. 
Hip Pinning 
Amputation, L 

Amp. L. Forearm 
Appendectomy 
Prostatectomy 
Herniorrhaphy 
Radical Breast 
Cholecystectomy 

Total Panhysterectomy 
Prostatectomy 
Cholecystectomy 
Amputation Leg 
Colostomy 
Prostatectomy 
Cholecystectomy 
Choledochotomy 
Thigh Amputation 


Hepatic & Splenic Art. Lig 


Cholecystectomy 
Choledochostomy 
Cholecystectomy 
Subt. Gastrectectomy 
Cholecystectomy 
Sigmoidectomy 


Figure 1 
Diagnosis 


Appendicitis 
Carcinomatosis 

Ca. Rectum 
Carcinoma 
Fracture 

Ca. Rectum 
Pyloric Obstruction 
Pancreatitis 

Stones 

Fracture 

Meckel’s Diverticulitis 


Herniae 

Herniae 

Ulcer-Obstruction 
Arteriosclerosis 

Fracture 

Peripheral Vascular Disease 
Crush Injury 

Appendicitis 

Benign Prostatic Hypertrophy 
Hernia 

Carcinoma 

Cholelithiasis 

Ca. Fundus 

Benign Prostatic Hypertrophy 
Cholelithiasis 

Arteriosclerosis 

Ca. Rectum 

Benign Prostatic Hypertrophy 
Hydrops 

Choledocholithiasis 
Arteriosclero. 

Cirrhosis 

Cholelithiasis 
Choledocholithiasis 
Cholelithiasis 

Linitis Plastics 

Cholelithiasis 

Diverticulitis 


Result Complications 


Good 

Satis. 

Good Bil. Colic 
Expired Myo. Insuf. 
Good Bil. Colic 
Satis. Cystitis 
Good Evisceration 
Good 

Good Atelectasis 
Good 
Expired 
9th. POD 
Good 
Good 
Good 
Good 
Good 
Good 


Myo. Insuf. 
Embolism 


Good 
Good 
Good 
Good 
Satis. 
Good 
Good 
Good 
Good 
Good 
Exp. 19th POD Peritonitis 
Good 


Good 
Good 
Good 


Good 
Good 


Good 


Good 


a previously undiagnosed pancreatitis. Results 
in these three were good. The others were thor- 
oughly evaluated, and, prior to surgery were 
restored to as near normal physiology as pos- 
sible by whatever means was indicated. Three 
deaths occurred, a mortality rate of 6.1%, all 
as a result of postoperative complications. Myo- 
cardial insufficiency with failure occurred in 
a 79 year old woman whose sigmoidectomy was 
performed because of an obstructing carcinoma 
of the sigmoid. The second occurred in an 80 
year old man who developed partial obstruction 
and a pelvic abscess following Meckel’s diver- 
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ticulitis, in whom a bowel resection was neces- 
sitated. An arterial embolism occluded the right 
iliac artery thirty-six hours post-operatively. 
Embolectomy was performed, and the patient 
heparinized. | Subsequent hemorrhage, forty- 
eight hours later was controlled, but myocardial 
insufficiency with failure, occurred and he ex- 
pired. The third death occurred on the nine- 
teenth post-operative day, in a 69 year old man 
with metastatic carcinoma from the rectum when 
he developed peritonitis following a colostomy. 
A 52 year old man is included in this group be- 
cause of the presence of earlier than usual 
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geriatrics changes, including a low cardiac re- 
serve, mild hypertension, and moderate arterio- 
sclerosis. 

It was pointed out earlier that alertness to 
detail and active treatment was more necessary 
in the geriatric patient in order to cope with 
the increased number of complications. As 
evidence of that need, I point out that 31.4% 
of this group required diagnosis and treatment 
of other than their primary disease. 

SUMMARY 


A brief review of literature has been presented 
and the increasing geriatric population noted. 
Elective surgery in the middle age group may 
be a more greatly utilized prophylaxis of geri- 
atric emergencies and catastrophes. 


plasma, water, electrolytes, antibiotics, digitaliz:- 
tion, and physical support is emphasized. 
33 cases are presented. 
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WHAT SHOULD WE DO WITH 
THE AGED? 

Societies and civilizations “past- and present 
have accepted the problem of the aged in a vari- 
ety of ways, We all know of the veneration of 
the elderly by the Chinese. We also know the 
dangers which are attached to veneration and 
adherence to those things which are old to the 
exclusion of those things which are new. At the 
other pole of attitude toward the elderly is that 
of the Laborador eskimo who quietly disposes of 
his old folks or of the Northwestern eskimo who 
expects his old folks to go on a long walk in a 
snow storm and become lost or of the Hotientot 
who builds a small hut for his elderly parenis, 
places therein a small quantity of food and then 
moves on. In the United States we merely ignore 
ald peaple. 

While we are ignoring oid folks, medical 
science continues its battle against death and 
continues to prolong life so that the absolute 
number as wel} as the relative number of elderly 
people increases steadily. More and more we 
find it necessary to work hard at the job of ignor- 


ing the problem of the aged. The aged are be- 


320 


coming sO numerous and such an economic 


burden that it is very difficult to continue to 
ignore them. Then too, our Judeo-Christian 


tradition causes us to feel guilty. as much for acts 
omitted as for acts commitied. Thus we find our- 
selves in a position of being forced to recognize 


there is a problem and forced to try to do some- 
thing about it. Roy C. Knowles, Sicuz 
Falls, 8. D., Father Time Presents the Medical 


Profession with a Problem. S. D. J. O. M., 
January, 1954. 


Mental institutions in many of the states have 
developed programs for the contro] of tubercu- 
losis among their patients. These programs, 
while differing in detail, are alike in their stress 
upon the importance of case finding and segre- 
gation in the prevention of tuberculosis, and 
their success is justification of the emphasis 
placed upon these features of tuberculosis cor- 
trol. Because of the excellent results obtained 
by long-term tuberculosis control programs in 
these states, it is difficult to understand, the’r 
absence others. Editorial), Julius Kai-, 


M.D., NTA Bulletin, Feb., 1954. 
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Operative injuries of the ureter continue to 
oc ‘ur as complications of abdominal and, espe- 
ci lly, pelvic operations. If the true incidence 
w re known, the frequency of such injuries prob- 
a ‘y has increased in the last fifteen years be- 
c: ise of the greater popularity of total abdom- 
ih i hysterectomy (as apposed to supracervical 
h: sterectomy), vaginal hysterectomy, and the 
Wortheim type of radical hysterectomy. The 
majority of ureteral injuries occur during 
g ecological operations, although occasionally 
they occur with right or left colon resection and 
aldominoperitoneal resection oi the rectum. 

Ureteral injuries are serious. The majority 
are not recognized at the time of surgery. The 
resultant effects, if umrecognized, are such as 
seriously to endanger the patient’s life. Distress- 
ing ureteroyagina) fistula or loss of a kidney 
are frequent end results of mismanagement. 

Types and Causes: One or both ureters may 
be injured by (1) cutting (complete or in- 
complete section), (2) clamping, (3) ligation, 
(4) avulsion, (5) partial suturing, (6) extensive 
dissection with disturbance of blood supply, and 
(7) partia) occlusion or kinking from late peri- 
ureteral adhesions. 

The two operations in which ureteral injury 
is most likely to occur are complete abdominal 
hysterectomy with removal of intraligamentous 
tumors and radical abdominal hysterectomy for 
cancer of the cervix. 

The ureter is more subject to. injury when 
its normal course has heen altered by pelvie dis- 
ease. This is likely to occur in (1) myomata 
of the cervix, (2) intraligamentous myomata, 
(3) endometriosis, (4) chronic adhesive inflam- 
matory disease, (5) ovarian malignancies, (6) 
post-irradiation pelvic fibrosis, and (7) cancer 
of the cervix. 


Read at the Illinois State Medical Society meeting, 
Section on Surgery, Chicago, Illinois, on May 13, 1952. 


From the Section on Urology, Carle Memorial Hos- 


pita! and Carle Hospital Clinic, Urbana, Illinois. 
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Injuries to the Ureter of Interest to the 
General Surgeon 


Gerald F. Whitlock, M.D. 
Urbana 


RESULTS OF UNRECOGNIZED INJURIES 

Partial section of one ureter or transfixion 
of a ureter with a suture with subsequent uri- 
nary leakage usually results in a ureterovaginal 
or uretero-abdominal] fistula. Local infection is 
likely. The fistula may heal spontaneously but 
only at the cost of a non-functioning kidney 
because of uretera) stricture, hydronephrosis, and 
renal destruction. 

Complete section of One ureter usually results 
in local abscess and/or widespread infection from 
urinary extravasation. If the patient lives, 
fistula formation will occur, 

Complete section of both ureters results in 
extravasation, general sepsis and death, if un- 
attended. 

Ligation of one ureter may result in symptom- 
Jess atrophy of its kidney or may result in symp- 
tomatie hydronephrosis or pyonephrosis. Un- 
doubtedly ligation has occurred many times with- 
out ever being recognized because symptoms may 
not occur. 

Bilateral ligation results in immediate, com- 
plete anuria and is followed by uremia and 
death, if unrelieved. In complete anuria fol- 
lowing hysterectomy, the surgeon should think 
first of bilaterally occluded ureters before con- 
sidering reflex renal suppression, transfusion re- 
action, or lower nephron nephrosis as the cause. 
Diagnosis is verified by ureteral catheterization. 

Clamping of a ureter may result in no per- 
manent injury or may be followed by fibrosis 
with stricture formation and subsequent hy- 
dronephrosis or pvonephrosis. If localized 
thrombosis and necrosis occur, leakage may fol- 
low with abscess formation or fistula, 

In some instances the ureter is traumatized 
and devitalized by extensive dissection with re- 
sultant late necrosis and fistula formation. 
This is most likely to oceur in the radical pelvic 
evisceration techniques for treatment of cancer. 


Partial occlusion of the ureter with kinking 


lizn- 
Tue 
ger, 
=} 1 
lia y 
ge y 
ge y 
1c 
0) 
in 
ts 
/ 
> 
321 


or stricture may follow unanatomical suturing, 
peri-ureteral adhesions, or irradiation fibrosis. 
Yhis results in a slowly developing dilation 
of the upper urinary tract with its vulnerability 
to infection and degeneration of the kidney. 

Spontaneous healing of a ureterovaginal fis- 
tula after treatment by expectant procrastination 
almost always eventuates because of a non-fune- 
tioning kidney above. Closure of the leak does 
not mean that the patient is we)) with two good 
kidneys. 

TREATMENT 

Preventive treatment: If the surgeon expects 
to encounter intra-ligamentous tumors, 
endometriosis, extensive pelvic inflammatory 
lesions, or adhesions, he would be wise to place 
catheters up both ureters before operation to 
serve as identifiable guides during the surgery, 
Of course, if he is over-zealous with his clamps, 
a crushing injury to a ureter containing a cath- 
eter might well be more injurious than to an 
empty ureter. - 

Careful surgery is the only real preventive. 
It would not be too much to ask the pelvie sur- 
geon to identify both ureters during the opera- 
tion and to make sure, as far as possible, that 
ureteral injury has not occurred before he closes 
the wound, 

In abdominal or vaginal hysterectomy, the 
bladder should be well freed trom the anterior 
surface of the fundus and cervix and en TE 
anteriorly. This will help carry the ureters 
away from the area of the uterine vessels. 

When working posteriorly in abdominal hys- 
terectomy, it is well, after cutting across the 
peritoneum posterior to the uterus at the junc- 
tion of the utero-sacral ligaments, to carefully 
push the severed tissues down to the floor of 
the pelvis. This maneuver also carries the ureters 
out of the area where uterine artery clamps 
are applied. 

In both abdominal and vaginal hysterectomy 
it is, of course, important to stay as close to 
the body of the uterus as possible in sectioning 
the broad ligaments. 

In resecting the ovary, it is important to iden- 
tify and protect the underlying ureter before 
the infundibulo-pelvic ligament and ovarian ves- 
sels are clamped and cut. 

In any procedure in which the ureter must 


be dissected from its bed, it is advantageous, to 
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leave a strip of peritoneum attached along its 
entire course, This helps prevent interruption 


of the ureter’s delicate blood supply. 


TREATMENT OF RECOGNIZED INJURIES 


Severed ureter: If the ends of a _ severed 


ureter can be brought together without tension, 
ureteral anastomosis is my procedure of choice. 
The traumatized ends should be trimmed oblia ie- 
lv. A No, 8 ureteral catheter or similarly si-ed 
length of polyethylene tubing should be threa: ed 
up the ureter into the renal pelvis and the other 
end passed down to coi) in the b)adder.  ‘') he 
oblique ureteral ends are then united w:th 
four or five interrupted sutures of #0000 chrouie 
catgut on a swedged needle over the splint.ng 
catheter. All manipulations of the cut ends of 
the ureter should be carried out with fine eateut 
traction sutures rather than with metal instru- 
ments to avoid further trauma. TVissection of the 
ureter from its normal bed should be mininial, 
The peritoneum must be closed water tight. ¥x- 
traperitoneal drainage through a stab wound 
should be established. The end of the rubber 
drain should not be in close contact with the 
anastomosis. The splinting tube helps prevent 
leakage and late contracture of the suture line. 
Its end in the bladder should be pulled to the out- 
side with evstoscopic forceps aiter the operation. 
It should be anchored to the thigh or to an in- 
dwelling Foley urethral catheter. The patient 
ean void around the splinting catheter without 
difficulty even if a urethral catheter is not left 
in place. If not anchored or if left in the 
bladder, the splinting catheter will gradually be 
milked out of the ureter by peristalsis. It can 
he removed after ten to fourteen days, The ex- 
traperitoneal drain may he left a day or two 
longer to take care of any urinary leakage from 
the anastomosis, 

The patient should be followed by intravenous 
urography to be sure that no stricturing with 
dilatation of the upper tract is taking place. The 
ureter may be calibrated for stricture by ureteral 
catheterization postoperatively. If a stricture is 
present, ureteral dilatations will be necessary. 

Another satisfactory method of handling the 
severed lower ureter is re-implantation into the 
bladder. Ureterocystotomy is possible only when 
the upper ureteral segment will reach the bladder 
without undue tension. The anastomosis can be 
carried out satisfactorily from outside the blad- 


der by utilizing a method of mucosa-to-mucosa 
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suiuring. The end of the ureter is made spatu- 
late by incising the end longitudinally for 1 to 
11. centimeters as advocated by Nesbitt. This 
increases the lumen by 3.1416 times (pi). A 
traction suture is then placed in the “V” of the 
inc sed ureter to aid in manipulating the ureter 
an’! to act as the primary suture in the weakest 
pont of the anastomosis. A stab wound similar 
in -ize to the length of the split in the ureter 
(1 114 centimeters) is then made at a conven- 
jen’ location in the bladder wall, preferably near 
the base. The ureter is then sutured to the 
mi osa of the bladder with closely placed inter- 
ruj ‘ed sutures of #0000 chronic catgut on an 
atriumatie needle. Jf a running suture is pre- 
fered, it should be done with two separate 
sut'ires, one on either side to avoid the purse 
str: ng effect of a single encircling suture. Three 
or four anchoring sutures may then be taken 
between the adventitia of the ureter and the 


mu-cularis of the bladder. 
Uretero-sigmoidostomy should be done only if 
the two other methods of handling the cut ureter 


are impossible. The end results of uretero-intes- 
tinal anastomosis are not universally good be- 
cause of the well-known complications of leakage, 


stricture formation, recurrent pyelonephritis and 


derangement of the chemical balance of the body. 


If the condition of the patient is such as to 
preclude the extra time involved in the fore- 
going methods of repair, the cut end of the ureter 
may be quickly brought out through a stab wound 


in the abdominal wall as a cutaneous ureteros- 


tomy. This offers temporary preservation of 


renal function until such time as a more satis- 
factory type of repair can be carried out. 

In almost no instance should the cut ureter 
be purposely ligated and dropped back into the 


wound. Ultimate loss of the kidney is certain, 
either by atrophy or hydronephrotic destruction. 
If the patient is lucky. she will lose only a kidney 
— if the surgeon is lucky, she will do so asymp- 
tomatically. Tf the surgeon has a really good ex- 
cuse for so treating an injured ureter, he had 


first better make certain that there is at least a 

palpably normal kidney on the other side. 
Ligation or clamping of a ureter does not usu- 

ally result in permanent injury if the ligature 


or clamp is promptly removed. In either event 
extraperitonea) drainage should be established 


and postoperatively a ureteral catheter should be 
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placed in the ureter and left for a week. The 
result is usually a normally functioning ureter 
and kidney. 

UNRECOGNIZED INJURIES 

The majority of ureteral injuries are unfor- 
tunately not recognized during the operative pro- 
cedure. These late-developing complications are 
serious and are difficult to remedy, Each condi- 
tion must be handled on its own merits. 

Bilateral ligation: bilateral ureteral oc- 
clusion by ligation is suspected in the anuric 
patient, the surgeon is faced with two alterna- 
tives of management, either immediate deligation 
or bilateral nephrostomy drainage. One or the 
other should be done as soon as the diagnosis is 
certain. Bilateral occlusion should first be veri- 
fied by cystoscopy and ureteral catheterization. 

Deligation is a very difficult and hazardous 
procedure. The wound must be reopened. 
Troublesome bleeding is almost certain. Even 
within 24 hours the edema and induration of the 
pelvic tissues make for technical difficulties, The 
mortality rate is high. 

Bilateral nephrostomy is probably attended 
with less mortality. The injured ureters may 
then be repaired by bilateral uretero-cystotomy 
at a later time when the pelvic tissues have been 
restored to normal. Moreover, the ligated ureters 
may later spontaneously regain patency as the 
catgut absorbs. This may be abetted by ureteral 
catheterization and thus further surgery may be 
obviated, 

Unilateral ligation may be handled by tempo- 
rary nephrostomy or T-tube ureterostomy with 


later definitive repair. 
In uretero-vaginal fistula, urologie study 
should be carried out as soon as the fistula is 


evident to determine the best means of preserv- 


ing kidney function. Differentiation between 


vesico-vaginal and uretero-vaginal fistula can 


be made by cystoscopy and retrograde pyelog- 
raphy or by the instillation of a colored dye 


into the bladder with gauze in the vagina. 
If repair is carried out early, before renal 
destruction takes place, re-implantation of the 


ureter into the bladder may be possible. In late 
fistulas a nephrectomy is usually necessary for 
cure. 
CASES 
In the past six years there have been three 
known ureteral injuries in our clinic. One was 
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complete severence of the upper one-third of the 
right ureter during a right colectomy for car- 
cinoma of the colon. The other two were com- 
plete sections of the left ureter at the pelvic brim. 
Both occurred in resection of the ovary in ex- 
tensive endometriosis. In both instances the 
ureter was adhered to the mass. In all three 
cases, the injury was recognized at the operating 
table and repaired immediately by ureteral anas- 
tomosis according to the above-described tech- 
nique. In all three instance the final end result 
was excellent. No stricture occurred and post- 
operative intravenous urograins disclosed normal 
appearing kidneys and ureters. 


CONCLUSIONS 
The plea is tri-fold: 

(1) Prevention of ureteral injuries, if pos- 
sible. This can be accomplished only by care‘ul 
dissection, anatomical knowledge, and a degree of 
forethought. 

(2) Recognition and immediate appropriate 
repair at the operating table, when prevention 
fails. The surgeon should search for ureteral 
injuries before closing the abdomen even as he 
requests a sponge count. 

(3) Prompt and definitive diagnostic and 
reparative measures postoperatively, if recogni- 
tion fails. Only in this way can destruction of 
the urinary tract be avoided. 


THE CAUSE OF HYPERTENSION 

There are times when the strident conflicts 
of investigators, the rise and fall of theories, and 
the babel of unsorted evidence create such a sense 
of confusion in a field that an atmosphere of 
frustration and despair prevails in which no one 
believes anything; this has happened to some ex- 
tent in hypertension. Yet somewhere between the 
extreme skepticism, both of the very young and of 
the old and tired, and the transient enthusiasms 
of the protagonists of this theory or that remedy, 
lies a middle ground of achievement or even 
agreement. It is generally agreed, for example, 
that the cause of ordinary hypertension is nar- 
rowing of the terminal vascular bed of the 
systemic circulation, especially the arterioles. 
It also is generally believed, although with some 
dissension, that there are three major causes: of 
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such narrowing. One is increased discharge 
via the sympathetic nervous system. Another 
is increased vasomotor tone produced either by 
circulating substances or by metabolic changes. 
A final cause is structural changes in the vessels 
themselves, frequently influenced —- at least, 
in. part — by the first two factors. What is more, 
in the ordinary hypertensive the neurogenic 
factor usually is the first and, as believed by 
some, the initiating factor in the process. The 
humoral or metabolic element contributes later, 
when the kidneys participate in the disease. 
This factor accelerates the disease by increasing 
vasomotor tone; and, finally, the structural 
changes in the arterioles produced in part by 
these influences turn the screw tighter. Milion 
Mendlowitz, M.D., The Treatment of Hyperton- 
sion with Drugs. Ann, Int. Med, Nov, 1953. 
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CASE REPORTS 


Cervical Pregnancy 


Ww. H. Cave, M.D., F.A.C.S. 
Frankfort 


Cervical pregnancy is an unusual complica- 
tion to encounter and certainly the clinician, 
unless by some good fortune has read or heard 
of case reports, is most apt to be caught in a 
situation in which he is not exactly sure with 
what basic pathology he is dealing. It may 
have a rather dramatic onset of hemorrhage 
leaving little time for considered contemplation 
or it may be a slow insidious type of bleeding 
leaving the impression that one is dealing with 
the garden variety abortion only to be suddenly 
shaken by the onset of a severe hemorrhage. 

There is considerable confusion as to what 
constitutes cervical pregnancy. From the name 
one would infer that it means a pregnancy in 
the cervix itself but it is well known that under 
normal circumstances the cervix is not capable 
of supporting the nidation of the ovum after 
fertilization and the counter part of this con- 
dition would be a tubular pregnancy which 
results in either tubular abortion or rupture. 
While cervical pregnancy is similar in that it 
is located at an ectopic site the results are 
reverse to that of the tubes in that abortion 
is far more common than is an actual rupture 


From the Hedges Clinic. 
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of the cervix. Schneider’ has aptly labled 
the condition as “Distal ectopic pregnancy.” 

However most confusion exits as to what 
constitutes the entitv. It has been stated that 
there is no such condition. Cervical preg- 
nancy was first described by Rokitansky in 1860? 
and the first term cervical pregnancy was de- 
scribed by Tarnier* in 1887. There is no way 
to determine whether or not a viable child has 
resulted from such a pregnancy but it is ex- 
tremely doubtful. In all probability the ma- 
jority are aborted as reported in the literature 
in the early weeks of gestation. 

Rubin* in 1911 in reporting a case of his 
own outlined four criteria necessary to sub- 
stantiate a diagnosis of cervical pregnancy. The 
sharp point of differentiation must be made 
from the low lving placenta of placenta previa. 
Rubin’s criteria are both microscopic and gross 
appearance. First there must be cervical glands 
opposite the placental attachment, second the at- 
tachment of the placenta to the cervix must be 
intimate, thirdly the placenta must be below 
the uterine arteries and the anterior and the 
posterior peritoneal reflections and lastly no fetal 
elements must be in the corpus uteri. These 
points are well made to avoid confusion from 
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the possibility of a corpal abortion lying in a 
dialated cervical canal. Actually in the ma- 
jority of cases the diagnosis has been made at 
the operating table with substantiation micro- 
scopically. But above all it must be felt and 
seen to be sure of the true nature of the condi- 
tion so that in most reported cases the diag- 
nosis is a clinical rather than a pathological one. 


In 1945 Suddiford® made an excellent and a 
rather extensive review of cervical pregnancy, 
reporting two cases of his own. He stated 
that the condition had been given but scant 
attention in the literature of this country, hav- 
ing found only one case reported since 1900 
which one would assume to be that of Rubin’s. 
Also he found no mention at all of the condition 
in two of the more widely used text books of 
obstetrics in this country and a denial of its 
existence in a third. A similar situation was 
encountered by this author some eight years 
later. Practically all cases were reported in 


foreign literature and all consisted OT a report. 


of either one or two cases. Baptisti® stated in 
all probability the majority of obstetricians will 
never encounter one and from the reported 
experiences of others it is just as well that thev 
don’t. Suddiford found 28 reported cases and 
added two of his own. ‘This statement is 
however at variance with European reports’ who 
mention a varied number between- forty and 
fifty. Baptisti this year reported seventeen 
including two of his own since 1945 when Suddi- 
ford published his paper. In any event it 
is an unusual condition but because of its se- 
verity when encountered it is felt that all cases 
should be reported. 

Of the 28 cases reported by Suddiford there 
were six deaths or a mortality figure of 21.4 
per cent. Of the 17 Baptisti reported after 
that date there was one death giving only 5.8 
per cent mortalitv. The 17 received a total 
of 11,000 ce. of whole blood but the one fatality 
had only received 500 ce. of blood. Only one 
of the 28 cases reported by Suddiford had re- 
ceived blood which leads one to wonder that 
there were only the six deaths. Certainly 
there has been no actual improvement in the 
handling of a cervical pregnancy but there is a 
far better concept of the treatment of an acute 
anemia due to blood Joss as well as the numerous 
blood banks now operating. 
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The etiology of this condition is unknown, 
There is much evidence, if one can follow the 
prolific philisophic deductions upon the part 
of European authors as its cause, but practi- 
cally no facts. As Suddiford has stated, about 
the only thing in common the victims of a 
cervical pregnancy have is the tendency to be 
in the older age group. It has been reported 
from 17 to 46 but the average age is about 35. 
The majority abort in the early weeks of preg- 
nancy, there having been reports where there 
was no history of an ammenorrhea. There 
are a few reported as term pregnancies* but 
this by the very anatomic nature of the cervical 
region is somewhat doubtful. It would seem 
that a cervical pregnancy would follow the 
general rule of a pregnancy in any ectopic 
site and abort at an early period. Parity 
does not seen to be a factor. Of the 17 cases 
reported by Baptisti there have been four sub- 
sequent term pregnancies so that in the child 
bearing period every effort should be made to 
conserve the uterus. 


It is very doubtful that the diagnosis is 
made except at the operating table. The usual 
history is that of early bleeding in pregnancy, 
8 to 12 weeks, which is painless. It may be 
of only moderate proportions or very severe and 
ushered in with an abrupt onset of an almost 
exsanguinating hemorrhage. Depending upon 
the length of gestation there may or may not 
be a rather large cervical opening and_ the 
external os may admit the finger tip. If the 
bleeding has been only slight the cervical os 
is closed. The appearance of the cervix is 
not diagnostic, and has been mistaken and 
treated for carcinoma of the cervix. After 
the diagnosis has been established, with the aid 
of hindsight one is able to get a visual picture 
of the situation. The following case history 
is a rather classic example of more or less stum- 
bling into a cervical pregnancy and with a 
great deal of luck coming out with a living 
patient. 

A 45 vear old woman, Grava IV, Para III, 


-was admitted to the hospital June 6, 1953 be- 


cause of a profuse vaginal hemorrhage begin- 
ning three hours prior to admission. She 
had always been healthy but for about the last 
year her periods had been irregular in that she 
would miss from one to two months. She 
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was about two weeks overdue as best she could 
remember but thought nothing of it because 
she had missed periods for the last year. She 
was awakened at 4 A.M. the day of admission, 
her bed soaked with blood and when she got 
up it seemed to pour from her vaginally. When 
she lay down again it would subside somewhat 
but about four hours after the initial bleeding 
she began to cramp a little and profuse bleeding 
again started. She was immediately hospital- 
ized. Upon admission she appeared pale and 
clammy but the blood pressure was 110/70 
with a pulse of 96. © She was having rather 
ictive vaginal bleeding. Her initial R.B.C. 
was 3.3 million and R.B.C. 10 gms. Urine 
and differential blood count were non contribu- 
ory. As there was rather brisk bleeding a 
speculum examination was not done. Upon 
bimanual examination there was a soft spongy 
nass felt in the cul-de-sax extending down to 
the cervical os, and over to the left a firm 
hard moveable mass was felt. After examina- 
tion the bleeding was even more brisk and it 
was felt that blood should be started and an 
immediate laporatomy carried out in that she 
was forty-five vears of age and there seemed 


little point in a salvage of female organs but 
more important that the hemorrhage be con- 


trolled. Quite frankly there was no good pre- 
operative diagnosis made although several were 
entertained. The most likely considered was 
a sub-mucus fibroid; pregnancy receiving little 
consideration because of her past history and 
her age. 

She was given blood and under eyclopropane 
anesthesia, a low mid-line incision was made. 
A normal appearing. firm although somewhat 
enlarged uterus was seen perched upon a bulg- 
ing mass below the peritoneal reflections. This 
was the firm mass that had been felt to the 
left on bi-manual examination. As vet the 
operator was entirely ignorant of the true na- 
ture of the situation but felt that the bleeding 
should be controlled and in order to see what 
caused the cervical bulge a total hysterectomy 
started. After freeing the uterus and 
believing that the cervix was coming along 
also, a cut in what was thought to be a vaginal 
cuff was made and from below came old blood, 
clots and macerated products of conception. The 
uterus was removed and upon inspection there 


Was 
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Was no cervix with it. Actually a thin cervix 
had been cut across where considerable active 
bleeding was encountered. The vaginal 
branches of the uterine arteries were secured 
and the cuff closed. A finger inserted into 
the cervical canal disclosed a ballooned out 
cavity, thin wailed, containing an aborted preg- 
nancy. She received 1500 cc. of blood. Her 
post-operative course was uneventful and she 
was discharged on the fifth post-operative day. 
A six week check up disclosed a well healed 
abdominal wound and a normal appearing cervi- 
cal stump. The pathological description was 
grossly that of a uterus amputated above the 
cervix. Microscopically there was described 
from sections of the lower segment hyper- 
plasia and occasional eystie dilatation of the 
cervical glands with a marked decidual reaction 
in the stroma and wide areas of degeneration. 
The pathologists were not present at surgery 
nor informed of the findings at surgery and 
the pathological diagnosis was post-partum 
uterus. However, both grossly micro- 
scopically, the criteria as laid down by Rubin 
were fulfilled. Therefore the diagnosis of the 
condition was a clinical one with pathological 
confirmation. It was only after a review of 
the literature that the full import of the con- 
dition was realized. It would seem to the au- 
thor that a pathological diagnosis of this con- 
dition would be very difficult to make unless 
the pathologist were present at surgery or 
afterwards informed of the appearance and na- 
ture of the findings. 


SUMMARY 


Another case history of a ceriveal pregnancy 
has been added to the small number already 
described. Only by good fortune was this case 
brought to a satisfactory conclusion as there 
was no thought of a cervical pregnancy until 
the uterus had been removed and examined at 
surgery. Other physicians may very well en- 
counter the condition so that it is felt that 
case reports of this type will serve to reiterate 
from time to tiine certain rather infrequent 
emergencies that may be handled in an orderly 
and knowing manner. It is the impression 
of the author that there is no definite way to 
handle a cervical pregnancy and each case must 
be evaluated carefully to be brought to a suc- 
cessful conclusion. In retrospect this case 


327 


t 
t 
| 


would have been handled just as it was even 
though there was not an exact pre-operative 
diagnosis. 
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THE MEDICAL RECORD IN COURT 

The medical record is an important aspect of 
the proof of a plaintiff’s or defendant’s case. Its 
inherent importance is enhanced by the fact 
that usually the hospital or doctor is not in- 
terested in the result of the litigation and is in 
the same relative position, therefore, as the in- 
nocent bystander at an accident. Since the fatter 
is not involved in the controversy, his word is 
thought by jurors who have no comprehension 
of the fallibilities of even honest testimony to 
be entitled to more credence and weight than the 
stories of the participants in the litigation. The 
hospital and physician and its or his records 
bear the same exalted position in this regard 
as the testimony of the innocent and disinterested 
bystander. 

Factually, the record may be important in 
several ways. In the first place, it contains a 
source of description of the nature and extent of 
the plaintiff’s injuries. These are often of im- 
portance; for example, matters which do not 
seem important from the point of view of ther- 


apy are often of importance from the point of - 


view of the litigation. That is to say, to the 
doctor, the number of stitches taken in a suture 
is perhaps of no great importance but it im- 
presses the jurors to have testimony that the 
repairs upon the victim’s anatomy required 34 
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stitches. Moreover, the locus of the injuries 
often tends to refute and rebut or to corroborate 
the victim’s story of where or how he was hurt. 

The medical record also is of importance be- 
cause it serves as a guide to prognosis, which 
often is an important aspect in the proof or a 
plaintiff's or a defendant’s case, The plain- 
tiff is entitled to recover all of the damages 
which he has suffered as a result of the acts of 
the defendant and included in these are the 
damages which, if these can be proved by a 
preponderance of the evidence, the plaintiff will 
suffer in the future from injuries sustained. 
Hence, questions of prognosis often are involved 
in determining the amount of the verdict or 
judgment. These forecasts of prognosis derived 
from the hospital or doctor’s report are at times 
inadequate or insufficient to prove future dam- 
ages and the plaintiff or defendant, therefore, 
is required by the necessities of the situation 
to present additional medical evidence. Often 
this takes the form not only of the clinical ex- 
amination of the party concerned aad the render- 
ing of an opinion based upon that examination 
but also, on hypothetical questions asked of the 
physician expert on the basis of facts adduced 
from the hospital record. Gerald W. Harring- 
ton, The Medical Record in Court. Rhode Is- 


land M. J. Oct. 1953. 
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CASE RECORDS OF THE 
COOK COUNTY HOSPITAL 


KARL MEYER, LEO M. ZIMMERMAN, DEPT. EDITORS 


The Problem of Postoperative Common 
Duct Stones 


Frank V. Theis, M.D., John Sylvester, M.D. and Edward Schnell, M.D. 
Chicago 


In spite of every precaution to remove all com- 
mon duct stones at operation, some may be over- 
looked. This unexpected finding on postopera- 
tive cholangiograms usually calls for a second 


major operation. However, other means for 
removal of the elusive stones by simple, effective 
and safe nonoperative procedures have been re- 
ported in the literature. Two such cases have 
been treated unsuccessfully by the most popular 
recommended procedure; one case is reported 
because evidence of liver damage followed careful 
irrigation of the common duct with ether. 

Mrs. F. D., age 62 years, was admitted to the 
Cook County Hospital on February 11, 1953, 
because of jaundice. Two months previously a 
severe constant pain had developed in the right 
upper quadrant of the abdomen which had lasted 
for three or four days and had been followed 
by persistent yellow color of the skin, clay colored 
stools and dark urine. About 18 months prior 
to this episode a similar attack of pain had oc- 

From the Department of Surgery, Cook County Hos- 
pital and the Presbyterian Hospital and the University 
of lilinois College of Medicine (Rush) Chicago. 
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curred and lasted for one week but there was 
no change in color of the skin, stools or urine. 
There had been no colicky pain, anorexia, melena, 
food dyscrasia or loss in weight. Otherwise 
history was negative. 

Physica] examination was essentially negative 
except for the jaundice and abdominal findings. 
The temperature, pulse, respiration and biood 
pressure were normal. ‘The liver was palpated 
three fingers’ breadth below the costal margin; 
its edge was firm and slightly tender. The 
gallbladder and spleen were not palpable. 

Laboratory examination revealed benzedine- 
negative, clay colored stools; urine contained 
four-plus bile with no urobilinogen on six oc- 
casions, and two-plus urobilinogen for two 
days before operation; hlood counts, serology 
and blood nonprotein nitrogen were normal; 
liver tests showed a markedly elevated icteric 
index (101) and serum alkaline phosphatase 
(21.2) ; liver function tests were not impaired ; 
and x-ray studies of chest, abdomen and gastro- 
intestinal tract were negative. 
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Surgery was performed on February 25, 1953. 
Through a right subcostal incision the - gall- 
bladder and common duct were exposed. ‘The 
gallbladder was enlarged and thickened but no 
stones were palpated in the gallbladder or dilated 
common duct. Except for fibrinous adhesions 
around the gallbladder there were no other 
pathologic findings. The pancreas was not en- 
larged and seemed to be normal. The common 
duct was opened and found to be filled with 
multiple soft, kernel to pea-sized stones and a 
large amount of “sludge”. The stones were of 
mixed bile and cholesterol type and were re- 
moved by scoops and saline irrigation. A probe 
was passed distally into the common duct and 
the sphincter of Oddi dilated to six millimeters. 
The thickened gallbladder was removed and the 
T-tube reinserted in the common duct. The 
first cholangiogram was made through the T- 
tube on March 17, 1953, revealing a delayed 
passage of dye into the duodenum and a filling 
defect at the distal end of the common duct 
(Figure I). Repeat cholangiogram on March 
30, 1953, showed the same findings. However, 
the patient was clinically unobstructed and tol- 
erated continual clamping of the tube. The 
elevated icteric index and serum alkaline phos- 
phatase returned to normal. Convalescence was 
uneventful. 


On April 20, 1953, intravenous injections of 
decholine (Sec. daily) were started in an at- 
tempt to flush out the common duct. Eight 
days later another cholangiograrn revealed no 
change. It was decided that the procedure used 
and described by Strickler’* and others, might 
be effective in dissolving or expelling the stones 
from the common duct. 


The following program was adhered to strictly 
twice daily for 24 days: 

1. The T-tube was aspirated. 

2. Nine ce. of 1.5 per cent metycaine were in- 
jected into the tube and clamped for ten 
minutes. 

3. A mixture of 3.5 cc. ether and 1.5 cc. 95 
per cent alcohol was injected and the tube 


compressed cautiously with finger pressure. 
Intermittently, every 45 to 60 seconds, the 


tube was opened to prevent excessive pressure 
from being built up as a result of vaporization 
of the ether. Fifteen minutes following the 


Figure 1 


Postoperative cholangiogram. The contrast media was 
injected through the ‘‘T’ tube three weeks after sur- 
gery as a routine procedure before the tube is with- 
drawn. There was no evidence of biliary obstruction 
despite the roentgen findings of stones in the distal 
part of the duct. Repeat cholangiogram after 
24 days of irrigating the common duct were un- 
changed. Surgical removal of the stones was re- 
quired. 


injections all contents of the tube were as- 

pirated. 

4. Five cc. of sterile mineral oil were injected 
and the tube clamped. 

The patient experienced no severe pain at any 
time; occasionally a slight dull cramping pain 
in the epigastrium occurred for a few seconds. 

Repeat cholangiograms revealed some ques- 
tionable decrease in size of the stones. Since 
progress seemed to be very minimal, surgical 
removal of the retained stones was considered 
necessary. At this time the liver profile and all 
blood chemistries were normal except that the 
serum alkaline phosphatase had increased from 
3.8 Bodansky units to 22.8 units following ether 
irrigations. This evidence of liver injury, in- 
fluenced the decision to remove the stones sur- 


 gieally. 


On June 24, 1953, the common duct was 
reexplored through the site of the T-tube. A 
smal] amount of dark colored gravel was re- 
moved from the distal end of the common duct 
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which then was irrigated with large amounts into the T-tube. He stressed the importance 
of saline. The liver appeared normal. A probe of drop by drop instillation and aspiration when 
was passed into the duodenum after opening the the patient complained of pain. Injection of 
duodenum to guide the instrument. The T-tube one to two ce of liquid paraffin daily is con- 
was reinserted. Convalescence was uneventful. tinued for one week. Pribam’s rationale was 

The stones appeared to be a mixture of cho- that ether dissolves the “cholesterol kernel’? and 
lesterol and bile pigments. Chemical analysis that liquid paraffin transforms the stones into 
of the stones showed cholesterol and bile pig- a soft pulp for easier passage through the am- 
ment but no calcium. The stones were placed in  pulla of Vater. 


un ether-achohol solution for six months; dis- In 193%, Walters and Wesson" reported a case 
integration of the larger fragments occurred but of ctone in the ampulla of Vater. They used 
there was no apparent dissolution. a 5ce mixture of 2/3 ethyl ether and 1/3 ethyl 


Further cholangiograms through the T-tube  sicohol. Simultaneously, an inhalation of amy! 
showed rapid emptying of the ae duct nitrite was given. They believe that ether causes 
ijuto the duodenum. No. shadows were visible. fragmentation of the stone,that expulsion of 
Prolonged clamping of the tube produced no the fragments is produced by increased intraduc- 
clinical symptoms and the tube was removed tile pressure as a result of ether vaporization 
alter three months. The patient has remained ayq that amyl nitrite relaxes the sphincter of 
well at the end of 14 months. Five months were Qqqj to facilitate passage of stones. Their two 
required for return of normal serum alkaline  jater cases were treated unsuccessfully by this 
phosphatase (Table I). method". 

DISCUSSION 

Surgery for retained common duct stones is Raff” reported that _ cholesterin stone 
frequently a difficult and hazardous procedure. 1 em. in diameter will dissolve in ether in one 

hour. However, when impregnated with even 


Consequently, many surgeons have used and 

advised various nonoperative methods for dis- @ trace of calcium the solubility is markedly 

solving or expelling the stones. Ether irriga- decreased. He pointed out that lee of ether will 
evaporate at 38° C and 760 mm. mercury pres- 


tions of the common duct are most widely ad- 
vocated and, as early as 1891, Walker’? reported sure to form 222.lec of vapor. Consequently, 
the successful use of ether and glycerine, intro- he recommends’ immediate release of pressure 
duced via a sinus tract into the gallbladder. within the common duct. He accomplished this 
Pribam® (1935), was the first to advocate With a two-way catheter. In dogs he showed 
that very little inflammatory reaction occurred 


ether irrigation into the common bile duct. 
He reported (1947) 51 successful cases", With in the gallbladder, ducts or liver, provided there 
For this reason Raff! 


such success, this method deserves consideration. was an “immediate exit”. 
From 0.5ce to lee of ethyl ether is injected designed a two-way catheter for decompression. 


BLOOD CHEMISTRY DETERMINATIONS. 


TABLE 1. 


1933 


2-12 7-20 8-3 10-27 


2-23 3-13 5-5 


22.6 10.8 


Cephalin Cholesterol Flocula........ 1 0 0 1 0 2 0 0 
Gamma Globulin .................. £57 1.81 202 253 1.43 1.51 
SUR- ETHER 
IRRIGATION 
RTED 
5-18-53 
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Probstein and Eckert!? studied the possibility 
of damage produced in dogs by ether instilla- 
tions; they found no pathological changes in 
the liver. However, in the extrahepatic biliary 
tract and larger bile ducts in the liver, necrosis 
and sloughing of the epithelial lining was noted. 
Strickler** believes this is not sufficient con- 
traindication for the use of ether because the 
amount employed in dogs was relatively large 
as compared to that used in humans. Further- 
more, injections were made directly into the 
gallbladder and were not followed with instilla- 
tion of oil. 

More recently, Best, et al‘, injected either 
chloroform or ether through a T-tube implanted 
in the common duct. Microscopically, no signif- 


icant damage was found in the ductile tissues. 


However, central lobular liver necrosis was ob- 
served in the experimental group; the necrosis 


was more constant and severe with the chloro- 
form, ‘These injections were equivalent to 28cc 
of chloroform (at each instillation}-in a 70 kg. 
man. The absence of clinical evidence of harm- 
ful effect of ether is illustrated by a patient of 
Amsterdam and Sterling’; the patient himself 


instilled ether through a cholecystostomy tube 
for 11 months without apparent damage. 


Failure and dissatisfaction with the Pribam 
method has been attributed to either too short 


a trial or the incidence of pain-and shock (due 
to sudden increase in intraductile pressure). 
This led other investigators to use drugs to relax 
the sphincter of Oddi i.e., amy] nitrite or nitro- 
glycerine. Walters and Wesson had one success- 
ful experience with this method”. 

Best* gave nitroglycerine three days prior to 
irrigations ; in addition, two drams of magnesium 
sulfate were given twice daily and at bedtime 
an ounce of olive oil or thick cream. The com- 
mon duct was then irrigated daily through the 
drainage tube or fistula with warm saline and 
this was followed with 10 to 30ce of warm sterile 
olive oil. Decholin, three to five 3-3/4 grain 
tablets, four times daily, was given to increase 
and maintain the flow of bile in the common 


duct so that stones would be expelled. Best. 


cautioned against the use of dehydrocholic acid 


with complete obstruction or any degree of 
jaundice because of possible liver damage. Ac- 


cording to Best, in later reports*°, the use of 


alcohol in combination with ether actually slows 
the breakdown of stones; greater intralumenal 


pressure will be produced with the ether solvent 
alone. 

Goldman, Jackman and Eastman® advise solu- 
tion G, a renal stone solvent, as chemically ef- 
fective for bilirubin stones. They reported two 
successful cases. In vitro, solution G did not 
dissolve gallstones but they suggested that the 
irritant action of the solution may stimulate 
sufficient muscular activity to dislodge a stoie. 
Solution G is composed of citric acid, magnesium 
oxide and sodium carbonate dissolved in the 
flushing liquid. 

Best, et alt, investigated 113 dissolving agents 
for gall stones and found only ether and chloro- 
form to be satisfactory solvents. He reported 
80 per cent success when heated chloroform in- 
stilled through the T-tube was used. A biliary 
flush regime using decholin, olive oil and other 
instillations was given at the same time. A 
specially designed T-tube was used by Baker’. 


COMMENT 

Successful dissolution or expulsion of retained 
common duct stones would be a welcome pro- 
cedure to surgeons who are’ faced with the 
serious problem of reexploring the common duct. 
Pribam reported 51 such cases without a failure. 
However, recent investigations reported in the 
literature indicate that the nonoperative pro- 
cedure is neither uniformly effective nor entirely 
safe. In the case reported here, after careful 
and persistent attempts to dissolve and expel 
the retained stones, surgery was required to effect 
their removal. Elevated serum alkaline phos- 
phatase in the absence of biliary obstruction 
followed the ether instillations and persisted 
for five months, 

Opinions differ as to the mechanism of action 
on the stones resulting from the flushings. Some 
investigators believe that the non-calcium stones 
are dissolved, while others believe fragmenta- 
tion of the stones occur and that the fragments 
are expelled by relaxation of the sphincter and 
increased pressure produced by the vaporized 
ether. The non-calcium cholesterol stones re- 
moved from the case reported here failed to 
dissolve in the ether and alcohol in vitro even 
after six months. From the literature, a case 
was reported in which the stones were found 


subsequently in the stools*. In one case, recut- 
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rent colic occurred two years after apparent 
successful dissolution of the stones!®. Consider- 
ing these instances, the effectiveness and action 
of the nonoperative procedure has not been 
e-tablished. 

The safety of the ether flushing may also be 
questioned. In our case the elevated serum 
a kaline phosphatase persisted for five months 
bit no other evidence of liver injury could be 
detected. Animal investigation has been re- 
j Tted showing greatly reduced bile output’ 
daring the irrigations and liver biopsy revealed 
(finite injury to the liver cells**, Another in- 
vy stigatort reported central lobular necrosis of 
liver cells. The severe pain’ and shock*, that 
has been reported, is explained by excessive pres- 
sre in the biliary system. Recurrent cholecysti- 
tis’ has followed the ether flushings. It seems 
tliat the nonoperative procedure is not completely 
sule despite every precaution to avoid the dangers 
that have been reported. 

CONCLUSIONS 
Persistent and cautious adherence to the de- 


tails of the non-operative method for removing 
retained common duct stones failed to dissolve 


or expel the stones in the case reported here. 


Definite evidence of liver injury followed the 
ether-alecohol flushing regime and the elevated 


serum alkaline phosphatase did not return to 
normal for five months. 
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COUGH SYNCOPE 

Cough syncope, not widely known to the 
American physician, has been observed in 25 
instances recently, Characterized by sudden 
syncope following vigorous, unproductive cough, 
it oceurs in middle-aged men who are robust and 
extroverted, and who indulge heavily in smoking, 
dvinking, and eating. Chronic pulmonary dis- 
sease —- emphysema and bronchial asthma — 
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often are present. The course of the disease is 
variable, paralleling the underlying respiratery 
Although it usually is benign, fatalities 
have occurred in one to two per cent. The 
mechanism of the syncope is unproved. Treat- 
ment for the most part is symptomatic. Andrew 
J. Kerr Jr., M.D. and Vincent J. Derbes, M.D. 
The Syndrome of Cough Syncope. Ann, Int. 
Med., Dec, 1953. 
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WHO SHALL BE THE JUDGE? 

During the past few years, many free lance 
science writers have been forced to reach into 
the bottom of the medical barrel of information 
for interesting material. 
major discoveries, and the antibiotics, heart 
operations, and latest vitamins are old stuff so 
far as the editors of newspapers and magazines 
are concerned. To offset the famine many 
authors have become sensational 6r critical or 
they are out to expose or reform current methods. 
Since condemnation makes better reading than 
praise of the medical profession, we can expect 
more of the former. Oddly enough, praise is 
regarded as advertising, more so by the medical 
profession than the editors. 

In a recent editorial in the Journal of the 
Indiana State Medical Association, author Alfred 
Q. Maisel and the Woman’s Home Companion 
are taken to task for publishing a misguided 
and slanted article on cancer: “What is pertinent 
is the fact that no good purpose is served by cer- 
tain articles in recent magazines which tend to 
undermine the patient’s confidence in his physi- 
cian’s integrity and _ professional capability. 


There have been no 


Such an article dealing specifically with cancer . 


diagnosis and treatment appeared in the Janu- 
ary, 1954 issue of the Woman’s Home Com- 
panion, entitled ‘How You Can Double Your 
Chances Against Cancer.’ The author, Alfred 
Q. Maisel, citing a number of cases and quoting 
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both from the medical literature and from sey- 
eral eminent physicians is able to slant informa- 
tion in such a manner that only the better 
informed would fail to lose confidence in their 
physician’s ability to deal with cancer. More- 
over, Mr. Maisel sets up four conditions which 
an institution must meet before he considers 
it a fit place for the diagnosis and treatment of 
cancer, A list of approximately 150 thus- 
qualified institutions is presented, and the im- 
pression is promulgated that by availing oneself 
of the services of one of these centers, one’s 
chances against cancer are double. It is inter- 
esting that in Indiana only the Indianapolis 
City Hospital and the Indiana University Medi- 
cal Center make the elite group; it is equally 
interesting that in Minnesota, only the Uni- 
versity of Minnesota Hospital at Minneapolis is 
listed ; a nearby institution of some renown failed 
to make the list. 

“Although an impression of tacit approval of 
the article by the American College of Surgeons 
and the American Cancer Society is implied hy 
Mr. Maisel, these organizations gave quick and 
loud statements of nonresponsibility. Dr. Paul 
R. Hawley, writing in the Bulletin of The 
American College of Surgeons under the caption 
‘Not On Our Doorstep,’ clearly outlines the steps 
taken by the College to prevent the publication of 
the article, but his advice fell on deaf ears. 
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“Cancer is being discovered and treated today 
in many communities in Indiana and other states 
as skillfully and effectively as in those institu- 
tions listed by Mr. Maisel. Even if this were 
not true, it is obvious that all persons in Indiana 
wanting examination and treatment for cancer 
could not possibly be handled by the two insti- 
tutions listed. Such an article serves only to 
berate confidence in local facilities specifically 
and to dispel hope of chances against cancer 
generally. 

“Medicine today seems to make red-hot jour- 
nalistic copy. Because the subject is complex 
and not well understood by most readers, it is 
not difficult to slant facts towards the sensational 
— a technique designed to increase circulation 
and newstand sales. 

“That Editors may at times be misguided by 
the enthusiasm of free-lance writers is easily 
appreciated. A deeper sense of public responsi- 
bility, however, in matters so fundamental as 
the giving of medical advice to their readers 


should lead editors to seed and heed the counsel 


of those qualified to give such counsel.” 

In addition to these editorial comments we 
might add that the Woman’s Home Companion 
and Alfred Q. Maisel lost sight of the fact that 
more individuals are being cured than die of 
cancer. Readers will learn ultimately that 
editors and writers, like physicians, must be 
responsible to gain the respect of the public. 
Honesty and a sense of responsibility are basic 
to the journalistic as well as the’ medical pro- 
fession. 


PRESENT COST OF MEDICAL CARE 
Today we hear much concerning the high cost 
of medical care. Someone has said “there is only 
one fair measurement of price for an individual 
in an economy; How long does it take him to 
earn his wife’s clothes, a pair of shoes or a loaf 
of bread?” One may add—how many hours 
of work does it take to pay for an office or a 
home call for a member of his family who is ill? 
In my home community 40 years ago the aver- 
age wage earner received from $1.00 to $1.50 
per day for 10 to 12 hours of work. A very few 
made as much as $2.20 per day. The wage spread 
was from 8 or 9 cents to 20 cents per hour. 


An office call then costs about $1.00 per visit. 


The wage earner in the lowest bracket worked . 


about 12 hours to pay for this service. Those in 
the higher wage bracket worked about 5 hours 
to pay for the same service. A home call then 
cost $1.50, and it meant about 18 hours work 
for the lower bracket wage earner, and about 8 
hours for those in higher bracket to pay for 
the call. 


Today the lowest bracket wage earner makvs 
at least 75 cents per hour and the higher bracket 
earners from $2.00 to $3.00 per hour. An office 
call now averages from $2.00 to $2.50, so the 
lower bracket wage earner works about 3! 
hours to pay for the call, as compared with 1 
hours 40 years ago. Those in higher bracke:s 
work an hour or an hour and a half to pay for 
the same service as compared with 5 hours in 
1914. 

A home visit now for physicians, costs from 
$4.00 to $5.00, and the lower bracket wage earner 
works from 4 to 5 hours to pay for it, as com- 
pared with 18 hours in 1914. The higher bracket 
wage earner works two hours to pay for the house 
visit, as compared with 8 hours in 1914. These 
comparisons show that the costs for medical 
care today in this community in relation to 
wage hours, cost from one fourth to one third 
as much as the care given 40 years ago. 


- 


Then when we consider the type of care ihe 
patients receive today with that of 40 years ago, 


‘ it is quite similar to a comparison of automobiles 


today and those of 1914. 


Bringing this comparison of costs into the 
hospital field, we note that 40 years ago a hos- 
pital day cost from $2.00 to $5.00, while today, 
it averages somewhere between $8.00 and $15.00 
per day. Workers then had to work from 24 
to 60 hours in the lower wage bracket, and froin 
12 to 24 hours for the higher bracket. ‘Today 
the low bracket man pays his hospital day with 
from 8 to 12 hours, and those in the higher 
bracket, about 8 hours for the room. 


Medical care in money, costs more than it 
did 40 years ago, yet wages have increased much 
more during this period than have the costs of 


-home visits, office visits, and the hospital costs. 


The same is true with the many types of medical 
services rendered to patients in the office, home 
or in the hospital. The physician must pay many 
times more for the drugs, bandages and othe: 
material he uses in his work, and likewise we a!! 
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pay more for automobiles, gasoline, food and 
than ever before. 

So this comparison should prove to the mosi 
-keptical layman that he is much better oit 
today in receiving medical care, and in its cost 
’s compared with the average individual’s own 
income than was the worker of 40 years ago. 

Tom Kirkwood, M.D. 
Lawrenceville 


WE ARE SORRY TO SEE YOU GO, 


GEORGE 
George A. Hellmuth, M.D., of Palos Park, 


}as been appointed Associate Clinical Professor 
ct Medicine and Chief of the Cardiovascular 
section in the Department of Medicine of Mar- 
caette University School of Medicine, Milwaukee. 
jr. Hellmuth has practiced medicine in Chicago 
jor 18 years, and has occupied the position of 
Assistant Professor of Medicine at the Stritch 
( ollege of Medicine of Loyola University. We 


ove informed that Dr. Hellmuth will assume 
these new responsibilities in Milwavkee Septem- 
her 1, 1954, and that he will also head the heart 
service at the Milwaukee County General Hos- 
) tal and the Milwaukee Dispensury. 


He has been on the staff of the Veterans’ 
Hospital at Hines, The Little Company of Mary 
at Evergreen Park, St. Francis Hospital in Blue 
Island and Merey Hospital in Chicago. He is 
ou the research staff at Hektoen Institute in 
Chicago. Dr. Hellmuth has been a member of 
the Council of the Illinois State Medical So- 
ciety, and for three years has been Chairman of 
the State Society’s Committee on Postgraduate 
Education. In this capacity he has endeavored 
to bring to the physicians in all parts of Illinois, 
good postgraduate pregrams to their liking. 
During the last fiscal year, more major con- 
ferences have been held than ever beiore in re- 
cent years, with very high interest and good 
attendance. 

Dr. Hel!muth has introduced in Illinois a new 
type of post graduate service, commonly referred 
to as the “circuit rider” conference. A physician, 
carefully selected, is sent to some rural hospital! 
where he goes over some selected cases and 
discusses them before the physicians present. 
This has been tried in recent weeks and has been 
quite successful, and it seems quite probable that 
more of these one-man conferences will be sched- 
uled during the next fiscal year. 
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The officers, councilors and many members of 
the Illinois State Medical Society who have 
known Dr. Hellmuth and have witnessed his 
achievements as a teacher, and in his postgrad- 
uate endeavors, wish him much success in his 
new location and contacts. We are all sorry 
to see him leave Illinois and we desire to inform 
Milwaukee and the Wisconsin State Medical 
Society that they are most fortunate in having 
Dr. Hellmuth added to their membership. 


DON’T FORGET 

A set of “Medical Ethics,’ by Dr. Frank E. 
Wallace, of Monmouth, was taken from a paper 
read before the Illinois State Medical Society 
50 years ago, and published in the July, 1904, 
number of the Il]inois Medical Journal: 
“1. Don’t forget that the public is ignoran., 

and needs enlightenment. 

. Don’t forget that others will criticize-—we 
should praise. 

. Don’t express an opinion if it cannot be a 
good one. 

. Don’t forget that prevention is paramount 
to cure. 

. Don’t forget the beam in your own eye 
when talking. 

i. Don’t forget to look around for a good ex- 
ample and follow it. 

. Don’t forget that in praising others we help 
ourselves, 

. Don’t forget that in performing acis of 
charity, benevolence and justice, we are 
character building. 

. Don’t forget the Golden Rule. 

. There’s no end of fun minding your own 
business—the cther physicians will like vou 
better. No one gets stuck on a knocker—- 
don’t be one.” 

Fifty year old advice demonstrates again that 
time changes—not people. 


A LESSON IN JOURNALISM 

A current editorial in the New York State 
Journal of Medicine, brought forth the following 
comment on “How Obfuscated Can You Be- 
come?”’: “We are indebted to a correspondent 
who has submitted to us without comment the 
following excerpt from ‘Winning Chess’ by Irv- 
ing Chernev: 

“Not so long ago, a New York plumber ob- 
served that hydrochloric acid was highly effective 
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for opening clogged drain pipes. He enthusiasti- 
cally passed on his discovery to the U.S. Bureau 
of Standards, which informed him accurately but 
stiffly that ‘The efficiency of hydrochloric acid 
is indisputable, but the corrosive residue is in- 
compatible with metallic permanence.” When it 
developed that the plumber took this rebuff 
for high praise, a second warning was sent to 
him. ‘We cannot assume responsibility for the 
production of toxic and noxious residue with 
hydrochloric acid, and suggest you use an alter- 
native procedure.’ The plumber remained obtuse 
and again thanked the Bureau. At this stage 
another scientist was called in. His message— 
‘Don’t use hydrochloric acid. It eats hell out of 
the pipes.’ This message was understood.’ 


“We do not play chess ourself, but it is quite 
possible our correspondent is unaware of this 
fact. Even if we did, there seems to be little 
relevancy in this intricate narrative of the plumb- 
er’s correspondence with the Bureau of Stand- 
ards and the moving of little men from one 
square to another. As a mere scrivener, know- 
ing even less about the intricacies of the plumb- 
ing trade than about chess, we are at a loss 
to understand our correspondent’s motivation in 
submitting the excerpt to us. Why did he take 
the trouble? 


“We publish this in the forlorn hope, that 
perhaps some of our readers or authors may be 
able to supply the answer. ‘If not, at least they 
may acquire an insight into some of the per- 
plexities that beset an editor.” 


SECOND ANNUAL ‘‘MARCH OF 
MEDICINE’’ TELECAST 


On the second anniversary of the first “March 
of Medicine” telecast, TV cameras will again 
go to the scene of the nation’s largest medic.i| 
meeting, the Annual Meeting of the Americin 
Medical Association. 

From the West Coast, Smith, Kline & French 
Laboratories and the AMA will telecast a March 
of Medicine report to the nation on the 103:d 
Annual Meeting, in Civic Auditorium, San Frai- 
cisco, Thursday night, June 24. Once again, 
the facilities of the National Broadcasting Con- 
pany’s television network, covering 76 stations 
for this program, will carry on-the-scene views 
of the nation’s physicians studying medical a1- 
vances, 

An audience of almost 14,000,000 viewers— 
as with the previous programs in the Fall aud 
Spring series of the March of Medicine—is 
expected to be watching at 10 p.m. Eastern Day- 
light Saving Time. 

The June telecast comes just two years after 
the first March of Medicine program from the 
convention floor of the Chicago meeting of the 
A.M.A. The Clinical Session in Denver and 
last June’s Annual Session in New York were 
televised on the March of Medicine, followed 
by a special series starting last October, which 
so far has covered heart disease, cancer, the St. 
Louis AMA meeting, overweight, and arthritis 
and rheumatism. ‘The telecasts have achieved 
some of the highest TV ratings obtained by 
documentary-type programs. 
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MEDICAL ECONOMICS 


John R. Wolff, Chairman, Walter C. Bornemeier, 
Edward W. Cannady, Roland R. Cross, Jr., E. F. Dietrich, W. W. Fullerton, Edwin F. 
Hirsch, Frederic T. Jung, W. R. Malony, Caesar Portes, William Requarth, Frederick W. 
Slobe. 


The Medical Economics Committee. 


Illinois Medical Service (Blue Shield) 
Increases Benefits’ 


Frederick W. Siobe, M.D., Chicago 
Medical Director, Illinois Medical Service (Blue Shield) 


The Blue Shield Plan of Illinois Medical 
Service, in accordance with established policy, 
will soon increase benefits in its General Certif- 
icate again with no increase in membership dues. 
The effective date of this change is expected to 
be about September 1, 1954 and the exact date 
will be indicated .by appropriate announcements. 
This policy, consistently followed by Illinois 
Medical Service, should be particularly gratify- 
ing when, viewed in the light of price and cost 
increases which have prevailed in most segments 
of our economy during the recent long inflation- 
ary period. And this is the second time that 
reserves have been built up and the Plan has 
crown to a point where benefits can be increased. 

The progressive increase in the general price 
level has caused some to inquire why Blue Shield 
has not followed suit and adopted the same 
expedient of raising its dues periodically and in- 
creasing benefits correspondingly. Although 
this is a logical and natural question, it does not 


*This article refers. only to the Blue Shield Plan of Illinois 
Medical Service with headquarters in Chicago. It should not 


he confused with other Blue Shield Plans in Illinois and ad- 


jacent states. 
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take into consideration the number of people 
who might be unwilling to pay the increased 
dues because there is always the problem of strik- 
ing the correct balance between benefits paid and 
the dues charged. That Blue Shield has found a 
reasonable balance seems to be indicated by pub- 
lie acceptance, and its growth to almost a million 
members in 6 years. 

This should not be interpreted to indicate, 
however, that Blue Shield is opposed to a gen- 
eral increase in benefits, since increased benefits 
and liberalization have been the pattern followed 
ever since its inception. Furthermore, constant 
consideration is being given to the possibility 
of a future offering of certificates carrying bene- 
fit schedules up to 50 per cent or more higher 
than the present schedule, with a corresponding 
increase in the dues charged the members. This 
would be available to groups desiring such in- 
creased coverage. 

Another consideration, strange as it may ‘ansinn 
to some, is that when. allowances are. steadily 


increased, some of them may actually exceed 


the customary charges in a given community. 
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This is because of the variance in charges not 
only in different communities but, also, by dif- 
ferent physicians in the same community. It 
is also worthy of note that the closer Blue Shield 
allowances approach average charges, the more 
likely they are to be considered by the public 
as an indication of what the doctor should 
charge. Such an inference is in direct contra- 
diction to the expressed policy of this Plan 
which always has been that the allowances neither 
fix nor have any relationship to a physician’s 
charges. The physician remains the sole judge 
as to the amount of his fee, deciding when the 
Blue Shield allowance should be accepted as 
payment in full for those in the lower income 
group, and how much he should charge in ad- 


dition, for the others. 


Any publicized schedule of medical allowances 
or fees is abhorrent to many physicians because 
of the frequent tendency of the public to con- 
sider such listed amounts as average charges. 
However, these )ists and schedules, applicable to 
a large percentage of the 90 million people in 
this country covered by some form of health 
insurance, are essential for the successful opera- 
tion of the plans. So isn’t the nuisance of pub- 
licized schedules, forms to fill out and a certain 
amount of red tape, a small price to pay for the 
satisfaction of participation in a movement 
which has such wide public acceptance and is 
such a powerful bulwark against the threat of 
socialized medicine ? 


So, perhaps the answer lies in adequate infor- 


mation to your patients concerning Blue Shield. 
Whenever schedules are published it should be 


explained that they do not relate to physicians’ 
charges. Blue Shield, too, should use every op- 
portunity to emphasize this to its members. And 
the physician, likewise, can avoid misunderstand- 


ing by explaining it to his patients. 


MEDICAL CARE 


The following are the new allowances which 


apply toward professional medical (nonsurgical) 


care of members hospitalized for three or more . 


consecutive days, limited to one visit per day: 
$5.00 for each of the first 5 hospital visits 


$3.00 for each of the next 65 hospital visits 
Maximum benefit 70 hospital visits (may be 


repeated as described below) 
If a Member enters any hospital within 90 


days of discharge from any hospital, medica! 


benefits paid for previous visits are cumulativ. 
and the total is used in determining available 


benefits, subject to the %0 visit maximum, the 
two day waiting period, and payment of $3.01 
per visit. When such a 90 day interval does oc 
cur, all of the medica) care benefits are agai) 


available under the same conditions; that i-, 
$5.00 for the first 5 visits and $3.00 for the nex: 
65 visits, irrespective of whether the 65 occupy 
one or multiple hospitalizations. 

Example of payments covering more than one 

hospitalization : 

June 1 to July 15; 

$5.00 for the first 5 visits — $ 25.00 
$3.00 for balance of 40 visits — 120.00) 
Total for first admission — $145.00 
Second admission August 1 to August 31 
(25 visits still available) 
$3.00 for 25 visits — $75.00 available, 
making a maximum total of $220.00 for 
the 2 admissions. 

Medical benefits would become available 

again on December 1, namely, 90 days 

from date of discharge from the hospital. 

Additional allowances for shock therapy and 

skin tests for hospital inpatients remain the sane 
except that they are not subject to inclusion in 
computing any total yearly maximum as hereto- 
fore, 

'Yhe increased benefits in the medica) sched- 

ule, then, may be summarized as follows: 

A, Increased allowances for short stays; for 
example, the former allowance for a 4 day 
stay was $10.00, whereas it is now $20.00, 
The former allowance for a 10 day stay 
was $25.00, whereas it is now $40.00. 

B. Reduction in waiting period from 3 days 
to 2 days. Formerly, there was no payment 
for a three day stay, whereas now payment 
is $15.00. There is no payment, however, 
for stays of 1 or 2 days. 

C. Cancellation of waiting period with pay- 
ments retroactive to the first day for stays 
which exceed 2 days. Formerly, there was 
no cancellation of the waiting period. 

D. Elimination of a maximum based on a 
calendar year, with the substitution of an 
increase in potential medical benefits avail- 
able during a comparable period. Former!y, 
there was a $180.00 maximum per calendar 
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year. This calendar year basis has heen 
eliminated and a 70 yisit allowance per ad- 


mission or series of admissions substituted. 
These allowances are cumuijative up to 70 
visits for multiple admissions unless sep- 


arated by a 90 day period between date of 


discharge and admission. After the lapse 


of such an interval, a new cumulative 70 


visit total again becomes available. This 
would increase the theoretical possible 
medica] payments during a year to about 
$650.00, including the available allowances 
tor shock therapy. 

Much consideration was given to the feasibility 
of establishing a schedule of special allowances 
‘0 apply toward the care of a specified list of 
certain serious medical conditions. No unanimi- 
iy of opinion could be reached, however, after 
consultation with committees and individual phy- 
sicians representing the internists and general 
practitioners. The problem, therefore, remains 
under advisement, 

SURGICAL CARE 
Office surgery 

Benefits now apply for the following procedures 
verformed in the physician’s office or clinic, and 
in the patient’s home: 

Tonsillectomy and adenoidectomy 

Submucous resection 

Excision of nasal or aural polyps 

Excision of chalazion 

Low ligation of varicose veins 

Excision of anal fissure 

Rectal polypectomy 

Excision of cervical polyps 

Conization of cervix 

Initial endoscopy (including only cystoscopy, 

bronchoscopy, esophagoscopy, gastroscopy, 
and direct laryngoscopy ) 

Circumcision 

Suturing of wounds 

Removal of foreign bodies by incision 

Exeision of tumors and cysts 

Incision of abscess 

Abdomina) paracentesis 

Fractures and complete dislocations 

Although formerly eligible for benefits when 
verformed in a hospital outpatient department, 
these procedures were not covered when per- 
formed in a physician’s office, with the exception 
of fractures and dislocations which have always 
been covered, wherever treated. Additions to the 
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list include excision of chalazion, abdominal 


paracentesis, and removal of foreign bodies by 
incision. This list includes most of the com- 
mon operations performed in a doctor’s office or 
the outpatient department of a hospital. 


Increased allowances for certain surgical proce- 
dures 


Allowances for some surgical procedures have 
been increased, examples being the following: 


increased from 
Spinal fusion, $125.00 to $150.00 
Open reduction of 
fractured humerus 
Tracheotomy 
Porto-caval anastomosis 


Excision of submaxillary 

gland 50.00 to 75.00 
Femoral hernia %5.00 to 100.00 
Drainage of kidney abscess 100.00 to 125.00 


125.00 to 150.00 


50.00 to 75.00 


175.00 to 200.00 


Vreterotomy 100.00 to 125.00 
Colpoplasty ; repair of 
cystocele 50.00 to %5.00 


Craniotomy, suboccipital 150,00 to 200.00 


Excision of intervertebral 


disk 125.00 to 150.00 
Repair of encephalocele 100.00 to 125.00 
Svrapathectomr, 

cervicothoracic 125.00 to 150.00 


100.00 to 125.00 


Extraction of lens 


Multiple unrelated operations 

The full scheduled allowance will be paid for 
each of two or more operations performed during 
the same hospitalization provided they are wholly 
unrelated and performed in different areas. This, 
of course, will be subject to the previous total 
maximum of $200.00 available during a 90 day 
period. 
Emergency accident care in a hospital 

An allowance of $5.00 is made for emergency 
accident care in a hospital, if given within 24 
hours after an accident, to apply to instances 
where no other scheduled allowance is available. 
There was no previous coverage for this type of 


service. 


ANESTHESIA 
Many increases in individua) anesthesia al- 
Jowances have been made, including an increase 
in the maximum from $25.00 to $35.00. A partia) 
list of the increases is as follows: é 
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Anesthesia for cholecystectomy increased from 
$15.00 to $20.00 
for congenital heart operation from $25.00 to 
$35.00 
for gastrectomy from $20.00 to $30.00 
for hysterectomy from $15.00 to $20.00 
for obstetrical delivery from $10.00 to $15.00 
for thyroidectomy from $15.00 to $20.00 
RADIOLOGY AND PATHOLOGY 
Although the allowances remain the same, the 
$10.00 limitation per calendar year for diagnostic 
x-ray service and pathology service has been abol- 
ished and liberalized to a $15.00 maximum total 
allowance within a 90 day period. When such 
a period does elapse, new benefits again become 
available beginning with the date of service. 
The allowances for radiation therapy for 
proved malignancy remain the same, 


SUMMARY 
All of the foregoing liberalizations of Blue 


Shield coverage have been effected without any 


increase in membership dues. A Certificate is 
being planned carrying a higher schedule of al- 
lowances for groups desiring it. Intervention 
by a third party is minimized beyond what is 
essentia) in administering the Plan. Payments 
are made to physicians; free choice of physiciai 
and hospital, and the physician-patient relation 
ship are maintained. By Jaw, physicians mus 
always constitute the majority on the Board o: 
Trustees. The physician establishes his fee a- 
usual, the Blue Shield allowance being credite:! 


toward it. 


The rapid growth of the voluntary Plans anc 
the progressive broadening of their coverage in- 
dicate that they are solving a major portion of 
the problem involved in the financing of hospita! 
and medical care. Under local auspices and con- 


trol, they are rendering more and more ineffec- 
tual, the threat of government compulsory health 


insurance and socialized medicine. 


DEAFNESS IN CHILDREN 


Detecting hearing loss in a 2 or 3 year old 
child often is a difficult matter. Clapping hands 
behind the child’s back or stamping or banging 
a door and watching his reaction is no proof that 
he can or cannot hear, Frequently he may 
feel the vibrations and respond without actually 
hearing. On occasion the child may hear quite 
well and not give anv definite response to sound 
stimuli despite intensive urging and ingenious 
efforts by the examiner. It requires patience, 
skill, and much experience to evaluate hearing 
impartment in young children. Often this 
should be done by a well-equipped specialist 
who has the time and is willing to make the 
effort to investigaie the problem. Unfortunately, 
there is as yet no:simple, reliable methed of ob- 


jectively measuring hearing acuity. Consequent- 
ly, a number of young children with severe hear- 
ing losses often are misdiagnosed as aphasic, 
feebleminded, dull, psychotic, or “he will grow 
out of it.” Inaccurate and inconclusive diagnoses 
frequently result in improper medical and edu- 
cational measures. In our experience the psy- 
chogalvanic skin resistance test has proved to be 
one of the most effective means of obtaining an 
accurate hearing evaluation on a child below 
the age of 5. This is an objective test of hear- 
ing requiring no subjective response from the pa- 


tient and is particularly applicable to young 


children. It should be used along with speech 
reception testing and a complete medical ex- 
amination. Joseph Sataloff, M.D., and George 
M. Coates, M.D., Editorial, The Hard of H earin q 
Child. + Pennsylvania M. J. -Dec. 1953... 
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ADAMS ACTIVITY 

The Adams County Medical Society has an 
extensive and energetic public relations program, 
its secretary, Newton DuPuy, M.D., of Quincey, 
reports, It is headed by Harold Swanberg, M.D., 
Dr. DuPuy writes: 

“The Adams County Medical Society sponsors 
a Physicians Exchange which is advertised to 
the public like this: If you do not have a physi- 


cian or are unable to locate your physician, call 


public relations chairman. 


the Physicians Erchange. 

“A Medical Secretaries’ and Assistants’ Club 
has been organized three years and is meeting 
regularly each month. ‘There are about sixty 
members, 

“We have one member of the Public Relations 
Committee who handles newspaper releases and 
acts as liaison. 

“We also sponsor TV and radio programs 
weekly over two stations. 
A.M.A. films. 

“Each year our Public Relations Committee 
puts on a program. This year the program was 
held May 19 and W. W. Bauer, M.D., director 
of the A.M.A. bureau of health education spoke 
on ‘Patients Are Particular People.’ 

“The Adams County Medical Society also 
sponsors a hearing conservation program. 

“Let me also remind you of the Century of 
Health Pageant which was put on in 1950 to 


We are using the 


for June,,1954 . ... 


THE P.R. PAGE 


commemorate our 100th year, at which time we 
had a huge exhibit tent and did free chest x-rays, 
eye examinations, blood pressure determinations, 
hearing tests, ete. 

“We have planned to have health forums each 
of ‘the past two years, but this has not come 
about as yet.” 

Members of the committee, in addition to Dr. 
Swanberg and Dr. DuPuy, are Milton E, Bitter, 
M.D., Carl F. H. Pfeiffer, M.D., and Hilliard 
M. Shair, M.D. For the public relations meeting 
mentioned, the society also imvited dentists, 
pharmacists, nurses, public health personnel, and 
medical and dental secretaries and other aides. 


THE P.R. DINNER 

With a June Journal deadline of May 11, it is 
of course impossible to report on the P.R. dinner 
during the annual meeting. The report will be 
carried in the July issue. Meanwhile, the Com- 
mittee is glad to record that, within 48 hours 
after the invitations went out, more than 40 
reservation cards came back. 


FUGITIVE FROM NEWS 

When the first news releases on the annual 
meeting went out to newspapers and radio sta- 
tions early in May, one executive bounced it 
right back to the public relations office. “I can- 
not see any particular news value other than 
just plain public relations propaganda and ad- 
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vertising for the medical profession in general,” 
he wrote. 

That is the second such response to an Illinois 
State Medical Society news release in the more 
than eight years of its P.R. service. In a release 
such as this, which described the meeting as 
drawing leading medical men from all parts of 
the state, most news editors check local sources 
for word of who is going to attend from the home 
town and make a local story of it. Most editors 
welcome such information opening up local sto- 
ries. Furthermore, few medical societies have 
funds to buy radio time or newspaper space, as 
the writer thinks they should. Even if they did. 
such expenditures would not be warranted for 
such a release, which is distributed as a service 
to news men. 

The committee is following through on the 
letter by way of the county society involved and 
will report the outcome in a later issue of the 
Journal. 


PARABLE FOR TODAY 


When the meat packer processes a steer, he 
can choose one of two methods. He can cut it 
into the tender rib roasts, tenderloins and sir- 
loins, the round steaks, chuck and rump roasts, 
and the briskets and other odds and ends. He 
prices them according to their quality and de- 
mand and sells to whoever will pay those prices. 

The buyer then balances his funds with his 
desires and selects his cut. If he can, he buys 
the fine cuts from prime steers; if he cannot, he 
buys a lesser cut, or a cut from a lower grade 
steer. 

More important, if he can’t afford what he 
wants today, he can determine to increase his 
earning capacity in some way, so that he can buy 
what he prefers. 

The second course open to the m at packer 
is to put every animal through the grinder and 
sell the whole thing as hamburger at one price. 
The buyer takes it as is; he has no choice. There 
is no use wanting anything better or trying to 
earn a better quality. There isn’t anything to 


earn. There is only hamburger. Everyone, re-: 


gardless of his financial status, is held to the 
same low level. 

The first course represents Capitalism, and the 
second course represents Socialism. 
The one is a system based on personal reward 
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measured by personal contribution, motivated in 
turn by personal incentive and the opportunity 
to earn the good and better things of life. The 
citizen has a wide choice, dependent only on his 
individual ambition and ability. 

The other is a system based on the Socialist 
principle “to each according to his need”, with- 
out incentive or opportunity to earn more. W io 
needs more than hamburger after all? And, if 
there is only hamburger, what good is it to want 
better? And if you don’t even know there is any- 
thing better, how can you want it? The citizen 
has his choice of hamburger. 

The analogy is not a mere attempt to be amus- 
ing. We still have a largely Capitalist civiliza- 
tion — one of the few left in the world. What 
its attackers would impose on us step by step is 
the “hamburger” social and economic structure 
of Socialism. When we oppose the socialization 
of medicine, we are fighting Socialism. 


WORKMEN’S COMPENSATION 


The practical workings of the Workmen’s Coni- 
pensation setup in Illinois have recently come 
to the fore as a problem for the Committee on 
Industrial Health and for the Committee on 
Medical Service and Public Relations. County 
society officers and P.R. chairmen should be on 
the alert. The background: 

The American Medical Association Council 
on Industrial Health made a survey of the com- 
pensation picture as it involved physicians in 
various states, including Illinois last summer. 
The report, as forwarded to this society, did not 
present a satisfactory picture. Physicians’ roles 
in giving care, fixing fees and offering testimony 
were shown in an unfavorable light. 

The Council directed the Committee on Indus- 
trial Health to take the responsibility for a 
cleanup. Full publicity was authorized, both as 
an aid in rehabilitating the system, and to show 
the public the medical profession’s determina- 
tion to keep its own house in order. The society 
had the report printed in a 61-page brochure. 
The Committee on Industrial Health has em- 
barked on a series of conferences with interested 
groups — the Illinois Industrial Commission, 
employers, labor and the legal profession — io 
determine the best course to pursue. Legisla- 
tion may be required. 

The problem, however, is statewide and may 
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arise in any county. Officers should be alert 
therefore, to protect the name of the medical 
profession by explaining our role, and even by 
ethical relations committee action, and to sup- 
port whatever legislative action may be asked. 
PLACEMENT SERVICE 

The detailed report on the physicians’ place- 
ment service operated from the Secretary’s office, 


which appeared in the J.A.M.A. of October 17, 
1953, is available in reprints. It describes proce- 
dures by which areas needing physicians and 
physicians seeking locations are brought together. 
This, too, is a problem that may crop up in any 
component society’s jurisdiction, so that every 
county secretary should be familiar with the sys- 
tem. 


THE CONVENTIONAL METASTATIC 
Physicians should abandon the thought that 
certain cancers are not expected to spread to 
the lungs or to the bones, and replace it with a 
program of radiographic surveying of the Jungs 
and major red bone marrow areas for cancers 
with a high metastatic index, such as those of 


the breast, prostate, kidney, lung, thyroid gland, 


bones, or testicles. In addition, there should 
be a policy of x-ray investigation of atypical 
svmptems referable to lungs, skeleton, central 
nervous system, or intestinal or urinary tracts 
in the clinical follow-up study of all patients 
with neoplastic disease. In my experience, rela- 
tively early widespread metastatic disease from 
cancer of the lung, stomach, and pancreas coin- 
cides with disappointing results from radical 
surgery of these lesions. Still earlier diagnosis 
of these primary cancers remains essential. On 
the other hand, a tendency for cancers of the 
larvnx, colon, rectum, uterine fundus, and to a 
lesser degree, uterine cervix, to remain anatomi- 
cally resectable longer coincides with relatively 
good percentages of five year survivals in these 
conditions. One gains the impression, from a 
combination of autopsy and clinical follow-up 
study, that cancer of the oral cavity offers a 
good field for radical surgery as well as radical 
radiation and that the regional lvmph nodes 
provide a helpful barrier in the delay of neo- 
plastic extension distally. John W. Turner. M. 
D., OBSERVATIONS ON NEOPLASTIC 
SPREAD. New England J. Med. Sept. 24. 1953. 
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VAGOTOMY 


I think the recent work on section of the vagus 
fibers for treatment (of peptic ulcer) indicates 
somewhat the association between worry and 
gastric function. Also, the whole concept of the 
adaptation syndrome emphasizes the constant 
association during stress of the formation of 
erosion, stasis, hyperemia, derangement in tissue 
nutrition, breakdown of cells, and exposure to 
highly destructive gastric juice. With the alarm 
reaction, there is acute gastric and duodenal 
hyperemia and erosion, sometimes with hemor- 
rhage into the stomach, as a constant and char- 
acteristic manifestation of the first stage in the 
general adaptation syndrome. These factors 
merely indicate that the etiology, at least, may be 
associated with stress, although this is not always 
so. H. Marvin Pollard, M.D., Evaluation of 
Present Day Treatment of Peptic Ulcer. Post- 
grad. Med., Dec. 1953. 


The patients considered not suitable for home 
care are those with progressive disease requiring 
constant medical or nursing care and those with 
open cavities and persistent tubercle bacilli in the 
sputum. Those patients need active measures 
such as surgical therapy or involved diagnostic 
procedures, and are best kept in the hospital. Fur- 
thermore, home care is not used for custodial 
types of patients with chronic fibrotic tubercu- 
losis. Editorial, GP, Jan., 1954. 
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CLINICS FOR CRIPPLED CHILDREN 
LISTED FOR JULY 


Twenty-four clinics for Illinois’ physically 
handicapped children have been scheduled for 
July by the University of Illimois -Division of 
Services for Crippled Children. The Division 
will count 19 general clinics providing diag- 
nostic orthopedic, pediatric, speech and hearing 
examinations along with medical social and nurs- 
ing services. There will be 4 special clinics for 
children with rheumatic fever and 1 for cerebral 
palsied children. 

Clinics are held by the Division in cooperation 
with local medical and health organizations, 
both public and private. Clinicians are selected 
among private physicians who are certified Board 
members. Any private physician may refer to 
or bring to a convenient clinic any child or chil- 
dren for whom he may want examination or may 
want to receive consultative services. 

The July clinics are: 

July 1-—~—Cairo, Public Health Building 

July %— Carrollton, Carrollton Grade School 

July %— Hinsdale, Hinsdale Sanitarium 
July 8— Elmhurst (Rheumatic Fever), Me- 

morial Hospital of DuPage County 
July 8—Springfield, St. John’s Hospital ‘ 


CORRESPONDENCE 


July 8—-Sterling, Field House 

July 9—Chicago Heights (Rheumatic Fe- 
ver), St. James Hospital 

July 13 — East St. Louis, St. Mary’s Hospital! 

July 13— Flora, Clay County Memoria! 
Hospital 

July 13 — Peoria, St. Francis Chidren’s Hos- 
pital 

July 14— Joliet, Will County T. B. Sani- 
tarium 

July 16 — Evanston, St. Francis Hospital 

July 20 — Danville, Lake View Hospital 

July 20 — Quincy, St. Mary’s Hospital 

July 21— Evergreen Park, Little Company 
of Mary Hospital 

July 22 — Bloomington, St. Joseph’s Hospital 

July 22— Mt. Vernon, Masonic Temple 

July 22— Rockford, St. Anthony’s Hospital 

July 23— Chicago Heights (Rheumatic Fe- 
ver), St. James Hospital 

July 27 — Effingham (Rheumatic Fever), St. 
Anthony’s Memorial Hospital 

July 2% — Peoria, St. Francis Children’s Hos- 
pital 

July 28— Alton, Alton Memorial Hospital 

July 28 — Aurora, Copley Memorial Hospital 

July 28 — Springfield (Cerebral Palsy), Me- 

morial Hospital 
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TO THOSE INTERESTED IN CYTOLOGY 


The second annual meeting of the Inter-So- 
‘iety Cytology Council will be held in Boston, 
Friday and Saturday, November 12 and 13, 
1954. Those having material to present are 
‘invited to submit three copies of the title and an 
-nformative abstract of not more than 200 words 
‘o Dr. John B. Graham, Chairman of the Pro- 
sram Committee, 32 Fruit Street, Boston, Mas- 
-achusetts, before July 15, 1954. Abstracts of 
ill papers accepted will be published in the 
fficial program. 

Papers will be limited to fifteen minutes. They 
vill be discussed in related groups rather than 
ndividually. A maximum of eight papers will 
1e presented to each session. 

The diagnositic accuracy in cancer of the 
-ervix and the lung is so well established that 
‘urther verification at this meeting is not in- 
dicated. 

Particular attention is suggestead for the 
-ndometrium and lesions of the gastro-intestinal 
and urinary tract. 

Papers read by title and abstracted in the 
program may be discussed if time permits. 

The authors of papers, selected for presenta- 


tion, will be notified by September 30, 1954. 


The Scientific Program will comprise four 
consecutive sessions. 


Section 1. Special Techniques, including 
Cytochemistry, Ultraviolet and Electron 
Microscopy — 

Chairman, Dr. James W. Reagan 
The second half of the Section will be 
devoted to General Cytology. 

Section 2. Prognosis in the Treatment of Can- 
cer by Cytologic and Histologic Tech- 
niques — 

Chairman, Dr. Arthur T. Hertig 

Section 3. New Developments in Cytology — 

Chairman, Dr. Emerson Day 

Section 4. Round Table Discussion of the 
Carcinoma In-Situ Lesion — 

Chairman, Dr. John R. McDonald 

Place of Meeting — Statler Hotel, Boston, 

Massachusetts. You are urged to make your 
reservations directly with the Reservations Man- 
ager, Statler Hotel, Boston, Massachusetts. 

Registration will be open to everyone inter- 

ested in Cytology. Registration fee for physi- 
cians is $5.00; for evtologic-technologists, tech- 
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nicians and others, $2.00. Medical students, 
internes and residents will be admitted without 
charge. 

For additional information please contact the 
Secretary-Treasurer, Inter-Society Cytology 
Council, 634 North Grand Blvd., St. Louis, 
Missouri. 


THE AMERICAN CONGRESS OF 
PHYSICAL MEDICINE AND 
REHABILITATION 


The 32nd annual scientific and clinical session 
of the American Congress of Physical Medicine 
and Rehabilitation will be held September 6-11, 
1954 inclusive, at the Hotel Statler, Washing- 
ton, D. C. 

Scientific and clinical sessions will be given 
September 7, 8, 9, 10 and 11. All sessions will 
be open to members of the medical profession in 
good standing with the American Medical Asso- 
ciation. 

In addition to the scientific sessions, annual 
instruction seminars will be held. These lectures 
will be open to physicians as well as to thera- 
pists, who are registered with the American 
Registry of Physical Therapists or the American 
Occupational Therapy Association. 

Full information may be obtained by writing 
to the executive offices, American Congress of 
Physical Medicine and Rehabilitation, 30 North 
Michigan Avenue, Chicago 2, Illinois. 


COURSE IN POSTGRADUATE 
GASTROENTEROLOGY 


The National Gastroenterological Association 
announces that its Sixth Annual Course in Post- 
graduate Gastroenterology will be given at The 
Shoreham in Washington, D.C. on 28, 29, 30 
October 1954. 

The Course will again be under the direction 
of co-chairmanship of Dr. Owen H. Wangensteen, 
Professor of Surgery of the University of Min- 
nesota Medical School, who will serve as surgical 
co-ordinator and Dr. I. Snapper, Director of 
Medical Education’ Beth-el Hospital, Brooklyn, 
N. Y., who will serve as medical co-ordinator. 

Drs. Wangensteen and Snapper will be assisted 
by a distinguished faculty selected from the med- 
ical school and Walter Reed Army Hospital, 
whose presentations will cover all phases of gas- 
trointestinal diseases and problems. 


The entire session on Friday, 30 October 1954 
will be given at the Walter Reed Army Hospital. 

For further information and enrollment write 
to the National Gastroenterological Association, 
Department GSJ, 33 West 60th Street, New 
York 23, N. Y. 


DO YOU RECEIVE THE HEART 
BULLETIN? 


In cooperation with the Cardiovascular Com- 
mittee of the Illinois State Medical Society, and 
the Illinois Heart Association, for the past year 
we have made available to a limited number of 
physicians in downstate Illinois, complimentary 
subscriptions for the Heart Bulletin. 

Whether the providing of this publication was 
to continue depended upon the reaction of the 
physicians on the mailing list. Questionnaires 
sent these physicians resulted in a 74.8% reply, 
and of those replying 89% stated that they 
wished to remain on the complimentary mailing 
list and that the Heart Bulletin was useful to 
them in their medical practice. 


Based on these encouraging results, we intend 
to continue the complimentary copies of the 
Heart Bulletin to the original group of physi- 
cians who indicated their interest. In addition, 
however, we would like to make complimentary 
subscriptions available to other physicians in 
downstate Illinois who would also like to be 
placed on the mailing list. 

I would appreciate it, therefore, if in the next 

issue of the Illinois Medical Journal you would 
call attention to the fact that any physician who 
is not now receiving the Heart Bulletin and who 
wishes to be put on the mailing list, may do so 
by addressing a communication to me to this 
effect, giving his full name and address. . 
This does not apply to physicians in Chicago and 
Cook County, since they are receiving the Heart 
Bulletin through the Chicago Health Depart- 
ment, and the Illinois Heart Association. 


G. Howard Gowen, M. D. 
Deputy Director 


SURGERY IN THE AGED 


It is obvious that the problem of surgery in 
the aged has become one of major importance 
because of the sheer number of persons involved. 
The philosophy expressed in a phrase still fre- 
quently heard — “Why not let the poor old man 
die in peace?” — can hardly be regarded as 
acceptable when there are 8,000,000 to 9,000,000 
people past the age of seventy, among whom the 
incidence of surgical disease is disproportionately 
high. 

It is to be expected that the frailties imposed 
by advancing years will increase the hazards of 
surgery in the aged. Pediatric surgeons have 
repeatedly pointed out that the infant or small 


child cannot be regarded as a small-sized adult ; 
so, too, the old patient cannot be regarded simply 
as a person who has enjoyed a longer span of 
life. This is not to suggest a need for geriatric 
surgeons, but the surgeon who accepts responsi- 
bility for the management of surgical problems 
in the aged must, if he wishes to maintain an 
acceptable mortality and morbidity rate, be thor- 
oughly familiar with the special problems im- 


‘ posed by age and willing to expend the time and 


effort required to deal with them. Thomas /. 
Anglem, M.D., Brookline, Massachusetts, Martin 
L. Bradford, M.D., Brookline, Massachusetts, 
Major Surgery in the Aged. New England J.- 
Med., December 17, 1953. 
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The regular April meeting of the Council was held 
at the Hotel Sherman, Chicago, on Sunday, April 25, 
1954. The following were present: Lewis, Vaughn, 
Nicholson, Kirby, Camp, Lundholm, O'Neill, Stone, 
Hellmuth, Piszczek, Oldfield, Reichert, Hesseltine, 
Blair, Reisch, Newcomb, Goodyear, English, Mont- 
gomery, Fullerton, Hamilton, Sweeney, Hopkins, Cole- 
man, Cross, Limarzi, Hedge, VanDellen, Bornemeier, 
Fowler, Hoeltgen, Leary and Frances Zimmer. By 
proper action minutes of previous meeting were ap- 
proved. 

Lewis reported as president, telling of the many ac- 
tivities since the last meeting. March 20-21, meetings 
in Indianapolis, first day, officers of six adjoining state 
societies met to consider many mutual problems. Fol- 
lowing day, AMA regional meeting to discuss problems 
relative to care of veterans with non-service connected 
disabilities in V. A. hospitals. April 1, meeting in 
Springfield, called by Governor to make plans for 
Mental Health Week, May 2-9. Attended Secretaries’ 
Conference in Springfield on April 4, which proved to 
be an interesting affair, and the president recommends 
that it be scheduled in the interim between annual meet- 
ings each year in the central part of Illinois. He spent 
the following week in Secretary’s office at Monmouth, 
going to Chicago with the Secretary on Wednesday, 
and also a meeting of the Tazewell County Society 
during the week. He was on the program for the P. G. 
Conference in Kewanee, on April 15 and his address 
was broadcast by a local radio station. He also re- 
ferred to a number of other county societies visited 
during the recent weeks. 

Vaughn reported as President-Elect, referring to a 
number of meetings he had recently attended. He at- 
tended post-graduate meetings in Waukegan and 
Springfield on two consecutive days. He referred to 
the C. M. S. “Governor’s Reception” the previous eve- 
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COUNCIL MEETING MINUTES 


ning, held at the Hotel LaSalle, and which was attended 
by the Society officers, and most of the members of the 
Council. He thought it a well worthwhile project. 

Secretary gave supplementary report, his report 
having been mailed to members prior to the meeting. 
Told of the brochure recently published at the request 
of the Committee on Industrial Health, following the 
survey made by the A. M. A. Council on Industrial 
Health using Illinois as the state for a pilot study. 
Many requests have been received for copies of this 
brochure, which was mailed to each member prior to 
this meeting. He stated that the annual audit was 
underway and reports would be available by the time of 
the Annual Meeting. He noted there had been an in- 
crease of some 90 members during the present fiscal 
year. 

Hopkins reported as Chairman of the Committee on 
Medical Service and Public Relations; Committee has 
held several meetings interviewing candidates for the 
position in this Society held by John W. Neal during 
the past 12 years. The Committee has no recommenda- 
tion to make to the Council at this time, but will hope 
to have a recommendation by the time of the Annual 
Meeting. Leary told of his work as P.R. Director, and 
of some meetings recently attended. 

Secretary stated that an accompanying letter was to 
be sent out with the brochures published for the Com- 
mittee on Industrial Medicine; had copy of proposed 
letter to go out under signatures of the President, 
Chairman of the Council, and Dr. Hamlin as Chairman 
of the Society Committee on Industrial Medicine. Mo- 
tion: Blair-Sweeney, that letter be approved and sent 
out with the books. Motion carried. 

Hopkins referred to the contract with the Veterans 
Administration, which would expire on June 30. This 
in reference to the “Home Town Care of Veterans with 
Service-Connected Disabilities”. Hopkins recommended 
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that it be approved for another year. Motion: Vaughn- 
Montgomery, that it be approved. Carried. 

Hellmuth reported as Chairman of the Post Graduate 
Education Committee, telling the Council that this 
would be his last report on P. G. Services, as he was 
leaving Chicago to take a teaching position at Mar- 
quette University, Milwaukee, head of the Department 
of Cardiology. He reviewed the work of his com- 
mittee for the three years he has been chairman, and 
he told of the conferences which have been scheduled 
during the present fiscal year. More conferences, with 
a relatively good attendance for practically all of them. 
He believes these conferences can be increased and im- 
proved during coming years, giving some statistical 
information and suggestions which he believes will 
improve the subject matter as well as attendance at 
future conferences. Motion: English-Lewis, that the 
Council express its gratitude to Dr. Hellmuth for the 
fine work he has done, his interest in post graduate 
education, and also for the fine report he has presented. 
Motion carried by a rising vote. 

Montgomery told of the work of the Medical Ad- 
visory Committee to the Illinois Public Aid Commis- 
sion. Told of the long meeting of the previous day 
which began at 3:00 P. M. and continued until after 
the dinner hour. 
explain certain charges or services rendered to clients 
of the I. P. A. C., then several policies were discussed 
by the group. Montgomery reported that at this meet- 


ing the Committee decided to go into executive session 
to consider various problems, then report to the repre- 


sentatives of the I. P. A. C., as to the findings and 


recommendations. This procedure will be followed at 


future meetings of the committee. 
Limarzi reported on the Student A. M. A., as repre- 


sented in the five Illinois medical schools. In thesefive 
schools there are approximately 2095 students, and of 
this group there are some 1293 members of the Student 
A. M. A. This shows that slightly more than 60% of 


these students have affiliated themselves with this rela- 
tively new organization. (Limarzi reported as Chair- 
man of the Committee on Arrangements for the 1954 
Annual Meeting, showing that plans completely formu- 
lated are being carried out properly. 

Hesseltine reported as Chairman of the Liaison Com- 
mittee on Medical Education, telling of the responses 
to date, on the questionnaire form sent to all component 
and branch societies on the osteopathic problem. This 
was a report of progress, and a more detailed report 
will be given to the House of Delegates during the 
Annual Meeting. Motion: MHesseltine-English, that 
)Ninois Delegates to the AMA meeting in San Fran- 
cisco, take with them the implied sense of this Society, 
and reflect their thinking on the action taken by the 
House of Delegates. Motion carried. 

Dr, Cross reported as Director, State Department of 
Public Health, telling of some recent problems before 
the Department, He told of a new activity endeavoring 
to bring about the best possible programs of health 
services in the schools of the State. He told of the 


reactivation of the State Wide Public Health Com- ‘ 


Three physicians were Called in ta. 


- Reisch-Fullerton, 


mittee, first organized in 1942 and which had much to 
do with the enactment of the county health department 
law. This has been adopted in 27 counties, and had 
become dormant on account of the shortage of public 
health personnel. 

Fullerton reported on the activities of the Educational 
Committee, Sub-Committee on School Health, of which 
George L. Drennan is chairman. The Committee met 
recently in Springfield with representatives of the State 
Health Department, Dentists and teachers, to discuss 
the advisability of continuing the conferences such as 
was held last year at the University of Illinois. It was 
decided that these conferences during the next year 
should hold two or three area meetings in different 
parts of the state. It is desirable to maintain and im- 
prove our relations with the school people and children. 

Some discussion relative to the presentation to the 
outstanding general practitioner of Illinois to be hon- 
ored during the Annual Meeting. It was considered 
advisable for the Society beginning this year to as- 
sume the hotel expenses of the man to receive this 
honor. By proper action this arrangement was adopted. 

Several councilors reported actions taken in their 
districts, and also told of the several presentations 
made of Fifty Year Certificates and emblems. Several 
of these occurred at special meetings with many resi- 
dents of the community present. 

Hoeltgen reported first on the successful Secretaries 
Conference held in Springfield on Sunday, April 4. 
He told of similar meetings in neighboring states, and 
believed it would be well for this Society to send offi- 
cers of the Secretaries’ Conference to adjoining states 
to attend their similar conferences, as a matter of good 
will, and also for its educational advantages. Motion: 
that this be done. Motion carried. 
Hoeltgen then gave a progress report as Chairman of 
the Society’s Committee on Nursing. He discussed one 
I)linois Hospital which was threatened with a loss of 
its training school on account of certain demands made 
by the accreditation group which the hospital is unable 
to meet. 

Motion ; Hami)ton-Fullerton, that the Council approve 
the suggestion that the Secretaries or “Component So- 
ciety Officers Conference” be held in the interim be- 
tween annual meetings each year. Motion carried. 

Motion; Lewis-Vaughn, that Secretary be instructed 
to renew the subscriptions to the Marjorie Shearon 
Service for another year. Motion carried. 

The report of Dr. G. C. Otrich, who attended the 
Conference recently at Dallas, Texas, was mimeo- 
graphed and sent to members prior to the meeting. 
Motion: Hamilton-Montgomery, that the report of 
Otrich be approved. Motion carried. 

The Counci] decided to hold meetings on the first 
three days of the Annual Meeting at breakfast meet- 
ings. The fourth meeting to be a luncheon affair, im- 
mediately after the end of the last meeting of the 
House of Delegates on Friday, May 21. By proper 
action the hills as audited by Finance Committee were 
approved. The Council adjourned at 12:15 P. M. 
Harold M. Camp, M. D., Secretary 
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Dr. W. W. Bauer Addresses Public Relations 
Meeting.—Over 200 physicians, pharmacists, nurses, 
medical secretaries and technicians, and public health 
workers heard Dr. W. W. Bauer of Chicago talk 
Monday, May 10, at the Annual Public Relations 
Meeting of the Adams County Medical Society, held 
at the Lincoln Douglas Hotel, Quincy. 

Dr. Bauer’s talk, entitled “Patients are Particular 
People”, afforded the opportunity to relate some of 
the voluminous correspondence that flows through 
his office, in connection with his work as Editor 
of “Today’s Health” magazine and Director of 
Health Education of the American Medical Associa- 
tion, Dr. Bauer’s principal theme was a plea for 
physicians and all medical personnel to return to the 
“country doctor” type of relationship with patients, 
in this day of laboratory reports and scientifc em- 
phasis. 

Dr. Bauer praised the radio and television pro- 
grams sponsored by the Adams County Medical 
Society in cooperation with the Adams County 
Health Departments. 

An informal reception for Dr, Bauer preceded 
the meeting, and following the talk, all enjoyed the 
hospitality of the Adams County Medical Society 
at a snack bar lunch. Dr. Carl Pfeiffer, President of 
the Society, presided. Dr. Harold Swanberg, Sec- 
retary of the Society’s Public Relations Committee, 
introduced Dr. Bauer; and Dr. M. E. Bitter, Chair- 


man of the Public Relations Committee, briefly dis- 
cussed Dr. Bauer’s presentation. 
cooK 
Name Building in Honor of Physician and Wife. 


—A bronze plaque was unveiled, May 10, in the orig- 


inal building of LaRabida Sanitarium in honor of 
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NEWS OF THE STATE 


the late Dr. Robert A. Black and his widow. The 
ceremony marked the renaming the structure as the 
Dr. Robert A. Black and Mary Cleland Black Build- 
ing. According to the Chicago Tribune, the original 
building was the culmination of Dr. Black’s dreams 
of a place to care for children convalescing from 
rheumatic fever and heart disease. Mrs. Black, 
who came to Chicago from Maitland, Fla., to be 
present at the ceremonies, organized the sanato- 
rium’s women’s board and handled its business 


affairs. 


Egon Fischmann Honored on Birthday.—The sev- 
entieth birthday of Egon W. Fischmann, M.D., was 
observed with a banquet at the Sheraton Hotel, 
March 20. Five hundred persons, attended includ- 
ing members of the staff of Grant and Cook County 
hospitals, the faculty of the Chicago Medical School 
and patients, Announcement was made of a new 
annual lectureship created by friends and associates, 
to be known as the Dr, E. W. Fischmann Lecture- 
ship in Gynecology. Another honor was set up by 
one group of associates at Grant Hospital to be 
known as the Dr. E. W. Fischmann Prize. It will 
be awarded each year to the best resident in gyne- 
cology and obstetrics. Another group at Grant pre- 
sented air conditioning equipment to the newborn 
nursery in Dr. Fischmann’s honor. Professor and 
head of the department of obstetrics and gynecology 
at the Chicago Medical School, Dr. Fischmann is 


also attending gynecologist at Cook County and 


Grant hospitals and professor of gynecology at the 
Cook County Postgraduate School. 


Personal.— William Bloom, M.D., and Frank H. 
Westheimer, Ph.D., have been elected to the Na- 


tional Academy of Science, the highest honor in the 
United States’ scientific field. Both are members 
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of the University of Chicago, Dr. Bloom holding 
the rank of professor of anatomy and Dr, West- 


heimer, the rank of professor of chemistry. 


DU PAGE 
Emil Oelke Honored.—Emil H. Oclke, M.D., 
Wheaton, was inducted into the Fifty Year Club of 
the Illinois County Medical Society at a meeting of 
the DuPage County Medical Society, April 21. 
Edwin S. Hamilton, Councilor for the Eleventh Dis- 
trict, made the presentation of the gold pin and 


certificate emblematic of the Fifty Year honor. 


KNOX 

Society News.—The Knox County Medical So- 
ciety met last evening at the Galesburg Club. The 
doctors were reminded to encourage their patients 
to send in questions to the free medical forum being 
sponsored by the Knox County Medical Society and 
the Register-Mail. The first of these forums will be 
held Monday evening, April 19, at 8 o’clock in the 
Galesburg High School Auditorium. The subject 
will be “Heart Disease.” 

The meeting was addressed by Dr. Matthew J. 
Brunner, Assistant Professor of Dermatology at 
Northwestern University Medical School. The sub- 
ject of Dr. Brunner’s remarks was “Simplified Ra- 
tional Treatment of Common Skin Diseases”. Slides 
were used'to illustrate his talk. 

Dr. Richard Graff, who has been serving for over 
a year as Secretary-Treasurer of the medical society, 
is being transferred to Manteno and Dr. Martin List 
was elected to serve in his place for the remainder 
of the present year. A vote of thanks was given Dr. 
Graff for his splendid work. 

It was announced that a radio program “Your 
Doctor Speaks” consisting of 13 radio programs on 
medica) and health education of interest to the gen- 
eral public will be sponsored by the Knox County 
Medical Society and broadcast each Wednesday 
from 5:15 to 5:30 over WGIL beginning April 21. 


MADISON 
Society News.—‘“The Physician’s Opportunity in 
Tuberculosis” was the subject of Dr. George H. 
Vernon’s address before the Madison County Medi- 
cal Society at the Madison County Sanatorium, 
Edwardsville, May 6. Dr. Vernon is superintendent 
and medical director of the sanatorium. 
Personal.—Dr. Donald L. Grieme, Troy, was 
unanimously elected to membership in the Madison 
County Medical Society April 1. 


ROCK ISLAND 


Society News.—William Paul, Iowa City, ad- 


dressed the Rock Island County Medical Society 
at the Short Hills County Club, East Moline, May 


11, on “Physical Medicine and Rehabilitation.” 
VERMILION 
Society News.—Louis R. Limarzi, associate pro- 
fessor of medicine, University of Illinois College of 


Medicine, discussed “Current Therapy of Blood Dis- 
orders” before the Wermilion County Medical So-: 


ciety at the Veterans’ Administration Hospital, Dan- 
ville, May 4. Dr. Samuel M. Feinberg addressed 
the April 6 meeting of the society on “Food Al- 
lergy.” 
SANGAMON 

Society News.—At a meeting of the Sangamon 
County Medical Society at the Elks Club, May € 
the speakers were Drs. Arthur C. Simon, on “Geni- 
tourinary Problems in Childhood’; William Re- 
quarth, “Burns in Children”, and F. Glenn Irwin 
“Abdominal Trauma in Childhood.” All are Decatur 
physicians, 


WARREN 
Personal.—Harold Swanberg, M.D., Quincy, Sec- 
retary of the American Medical Writers’ Associa- 
tion, addressed the Illinois State Academy of Sci- 
ence at Monmouth College, Monmouth, May 7, on 
“Medical Journalism and Writing Courses Now 
Available—Something New in Collegiate Educa- 


tion.” 


| WINNEBAGO 

Annual Clinic Day.—On May 12 the twenty-first 
Annual Clinic Day was observed at St. Anthony 
Hospital, Rockford. Speakers were Dr. Ralph E. 
Campbell, Madison, Wis., on Present Status of X- 
Ray Pelvimetry; John A. D. Cooper, Chicago, 
Recent Advances in the Clinical Use of Isotopes; 
Merle Musselman, Detroit, surgical title not an- 
nounced; Herman Young, Rochester, Diseases and 
Injuries of the Back, and Alexander M. Buckholz, 
Chicago, Precanceroses and Epitheliomas of the 
Skin. Dr. Lester W. Paul, Madison, Wis., addressed 
the joint luncheon meeting of the Winnebago Coun- 
ty Medical Society and the Winnebago County Tu- 
berculosis Association on “Roentgenologic Aspects 
of Routine Chest Surveys.” 


GENERAL 

Ricketts Medal Goes to Yale Physician.—The 
Howard Taylor Ricketts Medal of the University 
of Chicago was on May 10 awarded to John R. Paul 
M.D., chairman of preventive medicine, Yale Uni- 
versity School of Medicine. Dr. Paul is noted for 
his studies on poliomyelitis. At the award ceremony, 
he spoke on “Infectious Hepatitis.” The Ricketts 
medal, honoring the late University of Chicago 
physician who died of typhus in May 1910, is given 
by the university in recognition of outstanding medi- 
cal work. 

Postgraduate Conferences.—The Postgraduate 
Education Committee of the Illinois State Medical 
Society, in co-operation with the staff of Wesley 


‘Memorial Hospital, presented a postgraduate con- 


ference in Springfield, April 22, 1954. The Sanga- 
mon County Medical Society was host. 

George A. Hellmuth, M.D., is chairman of the 
Postgraduate Education Committee, while James C. 
Leary acts as secretary. 

The scientific program consisted of two panels: 
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Changing Aspects of Thyroid Disease and Its 
Treatment. 
Panelists: 
Medical Phases Emery C. Grimm, M.D. 
Surgical Phases.......T. Howard Clarke, M.D. 
Radioisotopes in Thyroid Therapy 
H, Cannon, M.D. 
Hypertension in Acute and Chronic Heart Failure. 
Panelists: 
Pathological Considerations 
GC, Shervick, M.D. 
Medical Management ..Robert J. Hilker, M.D. 
Surgical Intervention ......Daniel Ruge, M.D. 


Tax and Estate Planning for Professional Men— 
\ddress John Alan Appleman, A.B., M.A., J.D., 
Urbana, Ill. 

The evening speaker was Charles N. Rush, A.B., 
'.D., Chicago, member, Kirkland, Fleming, Green, 
Martin and Ellis, who will speak on “The Trial 
of Malpractice Cases.” Dentists and lawyers, from 
much of Central Illinois, were invited by the physi- 
cians to hear Mr. Appleman and Mr. Rush. 

Doctors and Insurance Men to Discuss Health 
Insurance.—A forum on health insurance, with med- 
ical men and insurance experts pooling their experi- 
ence and exchanging views, was held April 14, in 
the John B. Murphy Auditorium, Chicago. 

The conference was sponsored by the Chicago 
Medical Society and the Health and Accident Un- 
derwriters Conference. Walter C. Bornemeier, M.D., 
president of the Chicago Medical Society, presided. 

The four speakers and their subjects were: 

John E. Boland, M.D., medical director of North 
American Accident Insurance Company: “The Inter- 
relationship Between Medicine and Health Insur- 
ance.” 

Charles N. Walker, assistant actuary of the Lin- 
coln National Life Insurance Company: ‘How 
Health Insurance Works.” 

Percy E. Hopkins, M.D., chairman of the volun- 
tary health insurance committees of the Illinois 
State Medical Society and the American Medical 
Association: “Insurance Contracts, Patient and Doc- 
tor,” 

North 


L. L. Phelps, assistant vice-president, 
American Life Insurance Company; “The Paying 


of Health Insurance Claims.” 


Personal.—Ann Fox, Secretary of the Educational 
Committee of the Illinois State Medical Society, 
was presented with the Mate E. Palmer Award of 
Merit of the Illinois Woman’s Press Association at 
its annual dinner, May 12. The award signified 
first place winner for “the best column in a weekly 
paper” and brought new honors to HEALTH 
TALK, the weekly publication of the Educa- 
tional Committee authored by Miss Fox. The 
issue submitted for the 1954 Annual Contest of the 
Illinois Woman’s Press Association as titled “Our 
Up.” This 


Youth Grows is the seventh award 


for June, 1954 


given to HEALTH TALK and Miss Fox in the 
last four years. 
GENERAL 

“Your Doctor Speaks” over FM Station WFJL. 
—Since the last issue of the Illinois Medical Jour- 
nal, the following physicians have appeared in trans- 
cribed broadcasts in the series “Your Doctor 
Speaks”, presented by the Educational Committee 
of the Illinois State Medical Society in cooperation 
with FM Station WFJL: 

Frederick J. Szymanski, clinical instructor in der- 
matology and syphilology, University of Illinois 
College of Medicine, April 22, The Aging Skin. 

Fletcher Austin, associate in otolaryngology, 
Northwestern University Medical School, April 29, 
Protection of Hearing in Children. 

V. G. Urse, superintendent, Cook County Psycho- 
pathic Hospital, May 6, Alcoholism. 

Harold X. Gerber, instructor in pediatrics, Chi- 
cago Medical School, May 13, Infectious Diseases. 

William A. Larmon, attending orthopedic sur- 
geon, Passavant Memorial Hospital, May 20, Bur- 
sitis of the Shoulder. 

Lectures Arranged Through the Educational Com- 
mittee of the Illinois State Medical Society: 

Howard S. Traisman, Chicago, Jones Commercial 
High School, May 10, Youth Week Lecture for the 
Board of Education on Health and Personality. 

Gilbert Lanoff, Chicago, Oglesby Elementary 
School, May 13, Youth Week Lecture for the Board 
of Education, on Teen Age Tips on Health. 

Robert K. Hagan, Chicago, Harper High School, 
May 13, Youth Week Lecture for the Board of Edu- 
cation, on Teen-Age Tips on Health. 

C. Edward Stepan, Chicago, Jungman Branch of 
the Walsh Elementary School, May 14, Youth Week 
Lecture for the Board of Education, Keeping Solid 
with Health. 

Irving Mizell, Chicago, Canty Elementary School, 
May 14, Youth Week Lecture for the Board of Edu- 
cation, Teen Age Tips on Health. 

John M. Reichert, Chicago, Jackson Elementary 
School, May 14, on Keeping Solid with Health. 

Robert E. Lee, Chicago, Healy Elementary 
School, May 14, Youth Week Lecture for the Board 
of Education, Keeping Solid with Health. 

E. William Immermann, Chicago, PTA Andrew 
Jackson School, May 19, on Polio. 

“All About Baby” over WBKB, Channel 7.— 
Since the last issue of the Illinois Medical Journal, 
the following physicians were invited by the Educa- 
tional Committee to appear in the telecast “All 
About Baby”, 7, Station 
WBKB: 

John R. Wolff, chairman, department of obstet- 
rics and gynecology, Henrotin Hospital, May 5. 

Julius Aronow, attending pediatrician, Cook Coun- 
ty Hospital, May 12. 

Donald E. Cassels, attending pediatrician, Bobs 
Roberts Memorial Hospital for Children, May 19. 


a feature on Channel 
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Lectures Arranged Through the Scientific Service 
Committee: John L. Reichert, Chicago, Lee-White- 
side County Medical Societies in Dixon, July 15, 
on Unexpected Conditions in Infancy. 

Charles N. Pease, Chicago, Whiteside-Lee Coun- 


tv Medical Societies in Rock Falls, August 19, on 
Children’s Orthopedics. 


DEATHS 

Charles S. Bogardus, Clinton, who graduated at 
Chicago Homeopathic Medical College in 1897, died 
February 2, aged 81, of cerebral hemorrhage. He 
was a member of the Illinois State Medical Society 
and past president of the DeWitt County Medical 
Society. 

Samuel N. Clark, Jacksonville, who graduated at 
the College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, in 
1909, died May 3, aged 72, of cerebral hemorrhage. 
He was a member of the Illinois State Medical So- 
ciety and of the staff of Norbury Sanatorium. 

Philip J. Clune, retired, Ottawa, who graduated at 
McGill University Faculty of Medicine, Montreal, 
Canada, in 1890, died April 18, aged 85. 

George C. Geymer, Chicago, who graduated at the 


University of Illinois College of Medicine in 1933, 


died April: 14, aged 53. He was a member of the 
Illinois State Medical Society and of the staff of 
Illinois Masonic Hospital. 

William W. Gourley, retired, Downers Grove, 
who graduated at the Licentiate of the Royal College 
of Physicians and Surgeons of Ireland in 1888, died 
April 23, in St. Charles Hospital in Aurora, aged 89. 

Joseph A. Greaves, Chicago, who graduated at 
the College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, in 
1904, died April 18, aged 80. He was a member of 
the Illinois State Medical Society and had practiced 
medicine on Chicago’s near north side for 48 years. 

M. Edward Healy, Chicago, who graduated at 
Northwestern University Medical Society in 1909, 


died May 9, aged 72. He was a member of the IIli- 
nois State Medical Society and a navy veteran of 
World War I. 

A. Philip Hess, Chicago, who graduated at Rush 
Medical College in 1928, died April 23, aged 50. 
He was a member of the Illinois State Medical 
Society and chairman of the department of obstet- 
rics and gynecology at the Evangelical Hospital. 

Samuel H. Rubinfeld, Abingdon, who graduated 
at University and Bellevue Hospital Medical College, 
New York, in 1930, died February 4, aged 48, of 
coronary occlusion. He was a member of the Illi- 
nois State Medical Society, the American Academy 
of General Practice, Association of Military Sur- 
geons of the United States, and International Col- 
lege of Surgeons. 

George H. Schroeder, River Forest, who gradu- 
ated at the College of Physicians and Surgeons oi 
Chicago, School of Medicine of the University of 
Illinois, in 1906, died April 25, aged 68. He was a 
member of the Illinois State Medical Society and, 
for many years, chief of staff of Lutheran Deacon- 
ess Hospital. 

Samuel Sprecher, retired, Chicago, who graduated 
at Illinois Medical College in 1902, died April 19, in 
Chickasha, Oklahoma, aged 87. He was a member 
of the Illinois State Medical Society and for many 
years of the staff of Swedish Covenant and Ameri- 
can Hospitals. 

Emil J. Viskocil, Lockport, who graduated at Lo- 
yola University School of Medicine in 1929, died 
April 26, aged 53. He was a member of the IlIlinois 
State Medical Society and of the staff of St. Jo- 
seph’s Hospital, Joliet. 

John Hartman Ziegler, Farmer City, who gradu- 
ated at St. Louis College of Physicians and Sur- 
geons in 1905, died January 21, aged 72. He was a 
member of the Illinois State Medical Society and 
physician for the Illinois Central Railroad. 

Paul Michael Zilvitis, Chicago, who graduated at 
the Chicago College of Medicine and Surgery in 
1916, died February 22, aged 67. 
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Numerous clinical and experimental studies since 
1946 indicate that Meramins is ideally suited for 
routine prevention of angina) attacks because of 
low (2 mg.) effective dose, prolonged action, and 
exceptional freedom from side effects. Taken rou- 
tinely, Meramine prevents attacks of angina pec- 
toris or greatly diminishes their number and sever- 
ity.’ The entire circulation appears to benefit,? and 
the anginal patient may resume a life of useful 
activity under continuing treatment with this 
new, low-dose, long-acting coronary vasodilator. 


DosaGE TO PREVENT ANGINA PECTORIS: | tablet 
(2 mg.) after each meal, and 1 to 2 tablets (2 to 
4 mg.) at bedtime. Full preventive effect is usu- 
ally attained after the third day. Bottles of 50 
and 500 tablets. 


prevention 


angina pectoris 


Jove ANGINA PECTORIS ® 
Teoh tablet containe 


50 tablets 
etamine 


References: 


1. Palmer, ).H., and Ramsey,C.G.:CanadianM.A.5., 
65:16, July, 1951. 


2. Pfeiffer, H.: Klin. Wachenschr., 28:304, 1950. 
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LIVING WITH A DISABILITY, by Howard A. Rusk, 
M. D., & Eugene J. Taylor in collaboration 
with Muriel Zimmerman, O. T. R. and Julia 
Judson, M. S., The Blakiston Co., Ince., 
Garden City, New York. 207 pages. 282 
illustrations. $3.50. 

This small book is filled with descriptions and 
pictures of devices that can make living easier 
for the handicapped person. These devices are 
without exception very simple in construction 
and their practicality is evident, when one sees 
the photograph of the device along side the text 
describing it. The content covers the use of 
aids in almost every activity that might be needed 
in any disability. 

There are very few if any other books that 
cover this subject. These mechanical aids that 
are described, are for the most part made in the 
home. No particular item to assist in this or 
that disability is advertised as made by or sold 
by “so and so”. The ease of construction and 
the evident practicality of these devices is quite 
alluring to one perusing the book. 

The production of the book is by no means a 
small procedure. The authors have gathered the 
material from many sources. The use of the 
various items has been tried over and over and 
its value well determined. 


BOOK REVIEWS 


This volume will prove very interesting to © 


physicians, nurses, Jaymen or to any one having 


“to do” with the disabled person. To those a 
bit mechanically inclined it is even very intrigu- 
ing. 

The authors have made available knowledge 
of existing inventions and discoveries which may 
help disabled persons find something from which 
they can “derive greater independence, efficiency, 
happiness and comfort.” 


EXPERIMENTAL ATHERSCLEROSIS by Louis N. 
Katz., M. D. Director, Cardiovascular Dept., 
Medical Research Institute, Michael Reese 
Hospital, Professorial Lecture in Physiology, 
University of Chicago and Jeremiah Stamler, 
M. D., Research Associate, Cardiovascular 
Dept., Medical Research, Institute, Michael 
Reese Hospital. 360 page — 46 illustration 
— 84 tables. Charles C. Thomas, Springfield, 
Illinois. $10.50. 

The volume deals with the subject as stated 
in its title. It is very highly technical, and in 
reporting the work of various scientists that 
have delved into research on this condition, the 
explanations are indeed technical and _ precise. 
However, the ideas derived from the work of 
others, as to conclusions touching on the subject. 


(Continued on page 50) 
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ILIDAR 


new quadrergic vasodilating agent 


for vasospastic disorders characterized by aching, 
numbness, coldness and blanching of the extremities 


ILIDAR is a completely new synthetic 
vasodilator with quadrergic action; its 
vasodilating effect is the result of 
four distinct pharmacologic actions: 
(1) Sympatholytic—lIlidar blocks the 
vasoconstrictor response to peripheral 
sympathetic nerve stimulation; (2) 
Adrenolytic—it blocks the vasocon- 
strictor effects of epinephrine and 
norepinephrine; (3) Epinephrine 
Reversal—lIlidar unmasks the latent 
dilator response to circulating epineph- 


rine in skeletal muscle and skin, 


converting the constrictor response to 
vasodilation; (4) Direct Vasodilation. 


INDICATED in vascular diseases in which 
vasospasm is an important component, 
e.g., Raynaud’s Disease, thrombo- 
angiitis obliterans, arteriosclerosis 
obliterans, endarteritis, post-phlebitic 
syndrome, etc. 

DOSAGE, ORAL, 25 mg t.i.d., gradually 
increased to tolerance (average, 200 
mg daily). 

ILIDAR (phosphate) Tablets, 25 mg. 
Bottles of 100 and 500. 


ILIDAR®— brand of azapetine (6-allyl-6,7-dihydro-5H-dibenz [c,e] azepine) 


HOFFMANN-LA ROCHE INC + ROCHE PARK + NUTLEY 10 - NEW JERSEY 
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BOOK REVIEWS (Continued) 


is set forth in very readable manner. The mean- 
ing of Athersclerosis is well established as to its 
definition and as to varieties. Premises are laid 
down in the early portion. These leave an enor- 
mous breadth for experimental work toward a 
conclusion. Many of the barriers arising in pur- 
suit of this subject are noted and explained. This 
one portion may justify the publication. 

From this study and it was very extensive, it 
is determined that the chick is “the” only avail- 
able organism for satisfactory experimentation 
of Athersclerosis. 

Why this is true is dealt with at the beginning 
of the 4th chapter. Then follows the question 
of similarity of these specific lesions in the chick 
to those in the humans. 

Whether or not quantitive relationships can 
be demonstrated between Cholesterol and Athero- 
genesisis, is then given space and is well con- 
sidered. 


Another consideration is “do dietary factors” 


influence experimental Atherosclerosis”. The re- 
ply to this is given full consideration. And 


logically, next comes the endogenous factors in- 
fluencing Athersclerosis, 

After other pertinent facts are gone over, the 
question is “can experimental Athersclerosis be 
induced without gross Hyperchlosterolemia and 
organ Lipidosis ?” 

This book deserves consideration from all re- 
search workers. It certainly spot-lights for the 
practicing Internist some facts and fallacies on 
a question not yet concluded but gaining in in- 
terest on a clinical entity in which we are all 


necessarily interested. 
C. 


Music THERAPY. Edited by Edward Podolsky, 
M. D., Department of Psychiatry, Kings Coun- 
ty Hospital, Brooklyn, N. Y. Published by 
Philosophical Library, 15 East 40th Strect, 
New York, Copyright 1954. Price $6.00 
Music Therapy is over 4,000 years old. It was 

used by the Egyptians and Persians. In the Old 

Testment, it is recorded that King Saul was 

benefited by music when his mind began to disin- 

tegrate. “When the evil spirit from God was 
(Continued on page 52) 


“A program of treatment 
for chronic ulcerative colitis... 
as described by Lester M. Morrison, M.D., Los Angeles’ 


...is based on the use of 1) azopyrine*, 2) ACTH or 
cortisone and 3) psychotherapy.” 


“Azopyrine* ... has been effective in controlling the disease in approxi- 
mately two-thirds of patients who had previously failed to respond to 


standard colitis therapy currently in use.” 


¥ now available under the name. 


literature on request from 


PHARMACIA LABORATORIES, Inc. 
Executive Offices: 270 Park Ave., New York 17,N. Y. - 


¢ Sales Office: 300 First Street, N. E., Rochester, Minn. 


1. Rev. Gastroenterology 20:744 (Oct.) 1953; abstract in J. A. M. A., 153:1580 (Dec. 26) 1953. 


BRAND OF SALICYLAZOSULFAPYRIDINE 


Illinois Medical Journal 


when his need is greatest... postoperatively 


Severe or rapid depletion of water-soluble vitamins is effectively 
and optimally countered by ASF —Anti-Stress Formula. Fulfilling 
the recommendations of the Committee on Therapeutic Nutrition, 
National Research Council, ASF supplies the critical vitamin needs 
of the patient during periods of physiological stress. 


Each ASF Capsule contains: Thiamine Mononitrate 
Riboflavin 
Niacinamide 
Pyridoxine Hydrochloride 
Calcium Pantothenate 
Ascorbic Acid 
Vitamin Biz Activity 
Folic Acid 
Menadione (vitamin K analog) 


Dosage: 2 capsules daily in severe pathologie conditions; 
1 capsule daily when convalescence is established. 


Supplied: les 0: an 
stress K * bottl f 30 and He 
wi L \ (Anti-Stress Formula) 


BASIC PHARMACEUTICALS FOR NEEDS BASIC TO MEDICINE 
536 Lake Shore Drive, Chicago 11, Illinois 


for June, 1954 


- + 
f 
e 
d 
| 
i 
1 


BOOK REVIEWS (Continued) 


upon Saul, then David took up a harp and played 
with his hands so that Saul was refreshed and 
well, and the evil spirit departed from him.” 
Throughout history are found many examples 
of the beneficial effect of music upon ill and dis- 
traught patients. 

Towards the end of the 18th century, the first 
serious effort to evaluate the effects of music on 
the human mind were made by Dr. Brocklesby. 
Dr. D. T. Wimmer, in 1890, used piano music 
on 1400 mentally ill women. He reported all 
showed improvement. 

This book attempts to evaluate the effect of 
music therapy as practiced today. It consists of 
thirty-two chapters most of which have appeared 
originally in scientific journals. The application 
of music therapy in medicine covers many fields 
of psychiatry. surgery and military medicine. 


This text has an excellent bibliography, but. 


no index. , 


CURRENT THERAPY Edited by Howard F. Conn, 
M. D., Consulting Editors. M. Edward Davis, 
Vincent J. Derbes, Garfield G. Duncan, Hugh 
J. Jewett, William J. Kerr, Perrin H. Long, 
H. Houston Merritt, Paul A. O’Leary, Walter 
L. Palmer, Hobart A. Reimann, Cyrus C. Stur- 
gis, Robert H. Williams. Published by W. B. 
Saunders Company, Philadelphia & London. 
Copyright 1954. 

Because this textbook covers so well the field 
of general medicine concisely, practically, and 
systematically, it is no small wonder that this 
6th edition is eagerly awaited by many busy gen- 
eral practitioners. 

It is a huge volume of almost 900 pages 
divided into 16 sections with a varitable host of 
qualified contributors. The management of each 
disease state is logically developed. When deemed 
necessary the theraputic regimen of more than 
one physician is presented. A drug roster, a 
table of metric and apothecaries systems, and 
tables for making percentage solutions are in- 

(Continued on page 54) 
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melanin hyperpigmentation of the { 
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AN EFFECTIVE 
TRAN QUILIZER-ANTIHYPERTENSIVE, 
ESPECIALLY IN MILD, LABILE 


ESSENTIAL HYPERTENSION .... 


Virtually every patient 
with essential hypertension can 
benefit from the tranquilizing, | 
adycrotic and mild antihypertensive 
“effects of Serpasil therapy. 


Me. per mg., Serpasil has a therapeutic 
effectiveness ratio of approximately — 
: 1000 to 1 compared with the whole root. 


Tablets, 0.25 mg. (scored) 
and 0.1 mg. 
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A pure crystalline alkaloid of rauwolfia root | 
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BOOK REVIEWS (Continued) 
cluded toward the back of the book. The index, 
printing paper and binding are satisfactory. 
Because the book is so large and heavy, it 
would be interesting to know if it would feasible 
to print it with smaller type and thinner paper 
to the end that a more manageable book would 
obtain. 


BOOKS RECEIVED 


The following books have been received for reviewing, and 
are herewith acknowledged. This listing should be consid- 
ered as a sufficient return for the courtesy of the sender. 
Books that appear to be of unusual interest will be reviewed 
as space permits each month. Readers desiring additional 
information relative to books listed, may write the Editor who 
will gladly furnish same promptly. 


FRENCH’s INDEX OF DIFFERENTIAL DracGNnosis, Edited by 
Arthur H. Douthwaite, M.D., F. R. C. P., Senior 
Physician, Guy’s Hospital; Honorary Physician, All 
Saints’ Hospital for Genito-urinary Diseases. 7th 
Edition. With 73 illustrations, of which 200 are in 


colour. The Williams and Wilkins Company, 1954. _ 


$20.00. 
“ONG OF Lirik WirH Variations. By H. Ameroy Hart- 


well, M.D. Bruce Humphries, Inc., Boston, publish- 

ers. $5.00. 

THEORY AND PROBLEMS OF ADOLESCENT DEVELOPMENT. 
By David P. Ausubel, M.D., Ph.D., Bureau of Edu- 
cational Research, University of Illinois, Champaign. 
Grune & Stratton, New York. Price $10.00. 

THE EczEmMas — A Symposium by Ten Authors, 
Edited by L. J. A. Loewenthal, M.D., M. R. C. P., 
D. T. M. & H. E. & S. Livingstone, LTD., Edin- 
burgh and London, 1954. $7.50. 

Annals of the New York Academy of Sciences. Volume 
56, Art. 7. “Mathematical Deductions from Empiri- 
cal Relations Between Metabolism, Surface Area and 
Weight,” by Hermann von Schelling. 22 pages, illus- 
trated. Price $1.00. 

Annals of the New York Academy of Sciences. Volume 
57, Art. 4, “Branched Molecules,” by F. R. Eirich 
and 18 other investigators. 135 pages, illustrated. 
Price $3.50. 

Annals of the New York Academy of Sciences. Volume 
57, Article 5, ‘‘Parental Age and Characteristics of 
the Offspring,” by L. C. Strong and 21 other experts. 
150 pages, illustrated. Price $3.50. 

Annals of the New York Academy of Sciences. Volume 
58, Art. 1, “Neurotoxoid Interference with Two Hu- 
man Strains of Poliomyelitis, in Rhesus Monkeys,” 
by Murray Sanders et al. 12 pages, illustrated. Price 
$.50. 


Bodansky 


e Shallenberger & Kerr 


...there is probably no other common disorder (obstinate 
“= * constipation) which is so often badly mismanaged...The 
most important principles of management are:...and 3) 
stopping the use of strong laxatives and enemas. 


..-bile per se is stimulating to the movements of 
the bowel so that an increase in bile flow has a 
natural stimulating effect. 


natural laxative 


OXYCHOL- 


Samples? Just write to Geo. A. Breon & Co., 
1450 Broadway, New York 18, N. Y. Each tablet 
contains Ketcholanic acids (3 grs.) and Desoxycholic 
acid (1 gr.). 
@ Bodansky & Bodansky: Biochemistry of Disease, 2nd ed., 


1952, p. 337. 
@ Shallenberger, P. L. & Kerr, P. B.: Postgrad. Med. 13:32, 1953. 
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TREATMENT OF REGIONAL ILEITIS 


When we are dealing with the advanced stage 
of regional ileitis with ulceration and obstruction 
the only hope for cure is radical excision of the 
diseased bowel. It is generally felt that if at 
laparotomy the disease is recognized in the early 
stage, primary resection should probably not be 
carried out. There are two reasons for this, 
one because the disease may regress and two 
because resection in the acute phase seems to 
carry a higher mortality. Some investigators say 
that even the appendix should not be removed 
because of the tendency to fistula formation. 
Two years ago I operated on a man with a di- 
agnosis of acute appendicitis who had an early 
terminal ileitis. An appendectomy was performed 
and an uneventful recovery ensued. The patient 
has been well since then, his only complaint be- 
ing occasional mild diarrhea. However, in my 
mind it seems that early primary resection might 
prevent some of the recurrences. In the chronic 
stage, several surgical procedures have been rec- 
ommended. The simplest one is an ileocolostomy 
without exclusion. The mortality with this is 
low but the return of symptoms is high. Ileoco- 
lostomy with exclusion has given good results, 
but the diseased bowel is still left behind with 
this operation. A Mikulicz resection has been 
performed at the Lahey Clinic with good re- 
sults. Recently there has been a definite tendency 
to carry out ileocolostomy and primary resection 
of the diseased bowel. The mortality figures 
in some series is as low as two percent. Of 
course the final decision as to the type of surgery 
rests with the individual case. However, with 
adequate preoperative preparation, careful sur- 
gical technic, and good postoperative care, a one 
stage resection may be carried out safely. Richard 
T. Munce, M.D., Bangor, Maine, Regional Tleitis. 
J.Maine M.A., December, 1953. 


Close correlation between social disturbances 
and mortality rates suggests that in most civil- 
ized communities large number of tuberculous pa- 
tients live in unsteady equilibrium with their 
disease and survive only as long as a peaceful, 
comfortable, and protected environment is pro- 
vided for them. Rene J. Dubos, Ph.D., Am. 
Rev. Tuberc., July, 1953. 
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To relieve more intense 


‘Edrisal* with Codeine % gr.’ 


‘Edrisal with Codeine % gr.’ 


‘Edrisal with Codeine’ is indi- 
cated for the relief of pain 
sufficiently severe to require a 
more potent analgesic action 
than that of ‘Edrisal’ alone. 
Because of the Benzedrinet 
component, ‘Edrisal with Co- 
deine’ provides codeine’s 
proven analgesia without the 
undesirable depressant effects 
that are so often associated 
with codeine therapy. 

Each tablet contains codeine 
sulfate, 14 gr. (32 mg.)—or 14 gr. 
(16 mg.)—plus the ‘Edrisal’ 
formula. 


Smith, Kline & French 
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USE THUM 


UM IN 
THUMB-SUCKING CASES TO 


COSTEFF SANITARIUM 


Menta] and Nervous Disorders 
Alcoholism and Drug Addiction 
® SHOCK TREATMENT (insulin, Metrazo: 
Electro-shock) administered in suitable 
cases 
@ ARTIFICIAL FEVER THERAPY 
Home like environment, individuc 


attention. MODERATE RATES. 


be State of Illinois 


HARRY COSTEFF, M. D.. Medical Director 


1109 NO. MADISON AVE., PEORIA, ILL. 
Phone 4-0156 Literature on request. 


Do You Know 2??? 
THE SPECIAL DISABILITY PLAN 


AVAILABLE TO MEMBERS OF 


THE ILLINOIS STATE MEDICAL 
SOCIETY 


Provides Banofits up to. . 

$5000, ACCIDENTAL DEATH AND DISMEMBERMENT 

$100. PER WEEK FOR TOTAL LOSS OF TIME as 
the result of either Sickness or Accident. 


$15. DAILY HOSPITALIZATION for up to 90 days 


as the result of either Sict er Acci 


Plus... 


Optional 5 Year Sickness Coverage 

No reduction in ber= ts because of other 
insurance 

Full benefits to age 70 at same cost 


FOR ALL THE FACTS - - - 
Write or Telephone 
PARKER, ALESHIRE & COMPANY 


175 W. JACKSON BOULEVARD 
Chicago 4, Ill. 


WaAbash 2-1011 


DIABETES AND TUBERCULOSIS 


By Elmer S. Gais. M.D., New York State Jour- 
nal of Medicine, August 15, 1953. 


Tuberculosis occurs frequently as a compli- 
cation of pre-existing diabetes mellitus. The 
fact that this combination of diseases is lethal! 
unless recognized early and treated vigorously 
is of utmost importance. The incidence ‘of 
tuberculosis is higher in the diabetic than in the 
general population. Recent evidence is pre- 
sented by the Philadelphia Survey in which 8.4 
per cent of the 3,106 diabetics studied were tu- 
berculous, whereas 4.3 per cent of a group of 
70,767 industrial workers were found to harbor 


tuberculosis. 


From this survey other important conclusions 
were drawn: (1) tuberculosis was active in 2.6 
per cent of the diabetics and was three times as 
prevalent in those under 40 years of age as in 
those 40 or over; (2) the prevalence of active 
tuberculosis increased markedly with severity ot 
the diabetes and was greater in underweight per- 
sons than in overweight; (3) in the younger age 
group the prevalence of active tuberculosis was 
much greater in those having had diabetes 10 
years or more; (4) tuberculosis was much more 
likely to be in active diabetics than in non- 
diabetics. 

No conclusion was reached as to the effect of 
degree of contro] of diabetes on the incidence 
of tuberculosis. |The juvenile diabetic at pres- 
ent survives into the decades when tuberculosis 
becomes more prevalent; thus the opportunity 
for exposure and increased incidence of tubercu- 
losis becomes a function of time itself. If 
underweight is evidence of undernutrition and 
inadequate control, then the increased incidence 
in this group may reflect the hazard of poor dia- 
betic control. 

A statistical case for the beneficial effect of 
improved diabetic care can be made by a com- 
parison of the declining mortality of the diabetic 
from tuberculosis in the various eras of diabetic 
therapy, which seems to be related to the longer 
lasting insulin effect with better control. How- 
ever, the effect of improved treatment of tuber- 
culosis must be evaluated, particularly since the 
overall mortality from tuberculosis is declining 
more rapidly than that from diabetes. 


From a,presently incomplete study of severa! 
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The Outstanding Advantage of VISO-CARDIETTE Ownership... 


depend PERFORMANCE | 
DIRECTLY on — 
Sanborn Co. 


QUALITY 


‘SERVICE 


PRICE 


Ganborn sells and ships directly to the user—whether 


doctor, hospital, clinic or laboratory. There are 
no intermediate steps, no “middle men” with 
diversified interests. 

When a doctor considers electrocardiograph 
ownership, Sanborn is glad to ship a Viso-Cardiette 
directly to him for a 15 day, no-obligation trial. If it is 
not satisfactory, he ships it back in the same carton. 
On the other hand, if he keeps it, he thus continues a 
direct-lo-user relationship which reaps many extra benefits. 

First of all, he knows he has paid the same price for 
his Viso as any other doctor, due to the Sanborn 
direct” policy. 

As an owner, he begins to receive from Sanborn 
Company the “Technical Bulletin”, a bi-monthly 
publication prepared by those who know the most about 
the Viso. 

He knows that his service man is a SANBORN man 
(probably located right in his own city). 

‘ He sees in the instrument the high quality and 
Write for performance standards that stem from a first-hand 
knowledge of heart testing needs. 

And, the Viso owner likes the feeling that he is : 
dealing directly with people who have been spectalizing 
for 30 years in the design, manufacture and servicing 
of electrocardiographs, and who assume direct 
responsibility for their instruments. 
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DIABETES (Continued) 


hundreds of tuberculosis diabetic patients treated 
in Montefiore Hospital, (N.Y.), under uniform 
supervision over the vast 15 years, it appears that 
more thorough control of the diabetes yields a 
definitely higher survival rate, almost equaling 
the survival rate of the nondiabetic tuberculous 
patient in the same institution recewing the 
same therapy for his tuberculosis, This con- 
clusion is tentative and may have to be modified 
somewhat in the light or stricter analysis. 
What is the reason for the increased suscepti- 
bility of the diabetic to infections, in this in- 
stance, tuberculosis? Many theories have been 
advanced, among the latest of which is the effect 
of adrenal steroids on the immune reaction in 
tuberculosis. Overproduction of such contra- 
insulin steriod or pituitary factors, particularly 
in the older age group of diabetics, may well be 


a determining factor in the causation of diabetes 
and of altered immunity. This might also 


explain the high incidence of true insulin resist--- 


ant diabetes in tuberculosis. But in the younz- 
er age group of diabetics, deficiency of insulin 


itself seems to be the prime cause of diabetes. 
Yet this age group has a high rate of active 
tuberculosis. Further studies may resolve this 
dilemma. 

The course of tuberculosis in the diabetic is 
usually stated to be more active, more progres- 
sive and leading to more frequent generalized 
spread. Many features of the pathology of the 
disease warrant this conclusion. Fewer, less 
dense pleural adhesions, rendering pneumothorax 
easier, less fibrosis, more caseation and a low 
incidence of amyloid disease, attest to the more 
rapid progress of the disease. There seems to 
be no difference in native immunity to tubercu- 
losis in diabetics. | Healed primary lesions are 
usual. But something occurs after develop- 
ment of diabetes which lowers the normal resist- 
ance to tuberculosis infection, and the disease 
may progress rapidly. 

There is no essential difference in the localiza- 
tion of the tuberculous infection in the diabetic 
and the nondiabetic. The onset is no more 
insidious, but it is very often missed. The old 


Tule that “in every diabetic who is not doin 
(Continued on page 62) 
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One Wing of the Lodge 


We invite your inquiry 


Specialists in the 
Treatment of Alcoholic Addiction 

Treatment of the “problem drinker” is more than a 

sobering-up process; jt is a rehabilitative procedure which 


must be tailored to the needs of the individual. 


Years of intensive research and specialized clinical experi- 


ence enable us to follow through in all phases of modern 
restorative treatment—gradual withdrawal, physical 

rehabilitation, re-orientation and re-education. 
You may refer female as well as male patients 
—we are also equipped to care for narcotic 
or barbiturate addiction. Moderate rates; 
treatment period sometimes shortened 

to just two weeks. 


Registered by the American Medical Assn. 
Member of the American Hospital Assn. 
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With G-E diagnostic x-ray units, you can 


start small... 


build big! 


NE of the three General Electric diag- of wa oe nents as you need them. 
nostic units shown here will give you 
the results you have a right to expect within 
the range of service you need, All provide 
modern radiographic and fluoroscopic facili- 
ties .. . each is built to the exacting standards 
naturally associated with General Electric. 
And remember — you can get any of these 
units — with no initial investment — under 
the G-E Maxiservice® rental plan. What's 
more, if you want to upgrade or “trade-in” 
your rented unit, there’s no obsolescence loss. 


Get all the facts from your G-E x-ray 
representative, 


= 


Progress is our most important product 


GENERAL @® ELECTRIC 


MAXISCOPE® gives you every feature you've sought IMPERIAL begins where conventional x-ray units 
in conventional x-ray apparatus — fast, consistent leave off — gives all technics new ease and facility 
results for both radiography and fluoroscopy. with exclusive features previously unobtainable. 


Direct Factory Branches: 
CHICAGO — 1417 W. Jackson Blvd. SPRINGFIELD — 402 E. Adams St. 
ST. LOUIS — 2010 Olive St. 


for June, 1954 


if 
: 
\ 
— \ 
— 5 al MAXICON line can be built up 
a step at 2 tim Add compo- 
f 
ge 
\ 


Something NEW 
is Cooking 


MORE INSURANCE NOW AVAILABLE 


“Think! 
think! HOW THESE AMOUNTS 


WOULD HELP IN PAYING ESTATE TAXES IN 
CASE YOU ARE ACCIDENTALLY KILLED... 


SPECIFIC BENEFITS acso For Loss OF SIGHT, 
IMB OR LIMBS FROM ACCIDENTAL INJURY 


$4,000,000 Assets 
$20,000,000 Claims Paid 
52 Years Old 


Physicians Casualty & Health Ass’ns. 
Omaha 2, Nebraska 


DIABETES (Continued) 


well without apparent cause, suspect tubercu- 


losis” still holds. The minimum of a semi-year- 
ly roentgenogram of the chest is a small price 
to pay for early diagnosis! It is well to remem- 
ber that tuberculosis may become active very 
frequently in the older age groups as well as in 
the younger. 

At Montefiore Hospital there is no limitation 
placed on the treatment of the tuberculous pa- 
tient because he has diabetes. | Under proper 
management there is no reason to fear ketosis. 
Premature vascular disease in a diabetic may 
preclude extreme surgical procedures. But, 
by and large, these patients can be treated for 
tuberculosis almost as if the diabetes did not 
exist. . Chemotherapy is used according to the 
newer concepts. The possible increase in in- 
sulin requirement resulting from isoniazid ther- 
apy is offset by the decrease from the improved 
febrile state, so that diabetic balance is main- 
tained. The important principle is to treat 
the disease vigorously. All diabetic subjects 
who develop tuberculosis should be hospitalized 
immediately in an institution equipped to treat 
both diseases. 

The diabetes should be treated to maintain 
adequate nutrition in a chronic, debilitating, 
febrile disease. The diabetes is rendered more 
severe as a rule, but a satisfactory degree of 
stabilization occurs even with the fluctuating 
course of the infection. The diet should be 
attractive and varied. Over- or underweight 
should be avoided. Most patients on enforced 
bed rest tend to become overweight. The vas- 
cular, neuropathic, and other complications of 
diabetes when encountered are treated in the 
usual manner. 

Insulin is necessary in at least 95 per cent of 
the patients. The longer-lasting insulins are 
quite satisfactory but frequently must be sup- 
plemented. With the fluctuations in the in- 
fectious process minimal glycosuria and near 
normoglycemia are often difficult to accomplish. 
but with constant vigilance can nearly be at- 
tained. Fractional urines are used as the base 
for regulation, and even a slight ketosis is 
treated vigorously. We have had no deaths 
from diabetic coma. 

A few practical points may be mentiotied. 

(Continued on page 64) 
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When in the judgment 
of the physician... 


The success or failure of conception control in any given case is 
of immeasurable importance to the patient concerned 
and the physician whose advice has been sought. 


Only the physician is qualified to select the technic best 
adapted to the needs of the patient. 


surius scHmio, inc. 


HEN in the judgment of the 

physician, jelly alone is suffi- 
ciently protective, RAMSES® Vaginal 
Jelly* is a contraceptive of choice be- 
cause (1) it occludes the os uteri for at 
least 10 hours after coitus, and (2) it 
immobilizes the spermatozoa in the 
fastest time recognized by the official 
Brown and Gamble technic. 


HEN in the judgment of the 

physician, the diaphragm-jelly 
technic is required the RAMSES TUK-A- 
way® Kit provides all the essentials for 
maximum occlusive and immobilizing 
action. Each kit contains a RAMSES 
Flexible Cushioned Diaphragm of pre- 
scribed size, a RAMSES Diaphragm In- 
troducer, and a regular size (3-0z.) tube 
of RAMSES Vaginal Jelly. 


JULIUS SCHMID, INC. 


gynecological division 
JULIUS SCHMID, INC. 


423 West 55th Street, New York 19, N. Y. 


quality first since 1883 


*Active agent, dodecaethyleneglycol monolaurate 
59%, in a base of long-lasting barrier effectiveness, 
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the NATURAL ~~ 
solution! 
After surgery... 
pregnancy... 
Cordelia bras support 
and shape the figure. Created to 
the most exacting medical standards... 
fitted by trained techinicians to insure 
fine lines... perfect comfort. Write for 
your descriptive catalogue and the address of 
the nearest store to YOU where your 
Patients can (and will) receive this 
expert fitting service! 
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DIABETES (Continued) 


Re-adjust the insulin dosage slowly. Fluctua- 
tions in the infection, changes in appetite, and 
the tendency for long-institutionalized patients 
to relax their regimes are factors in control. 
Above all, avoid hypoglycemia with its attendant 
danger of unconsciousness and aspiration of in- 
fected material with bronchogenic spread. A 
slight glycosuria will avoid this hazard. | When- 
ever a persistent aglycosuria occurs, it is wise 
to reduce the insulin dosage promptly but gradu- 
ally. 

With vigorous therapy, a hopeless outlook is 
no longer necessary. Preliminary uncorrected 
analysis of the first 100 of the cases in Monte- 
fiore Hospital from 1936 to 1941 shows a five- 
year mortality rate of 24.2 per cent against a 
rate of 22.9 per cent of nondiabetic tuberculous 
patients. This is also evidenced by the in- 
creasing number of discharges of arrested cases, 
who are an excellent group of well- controlled 
diabetics. 

The watchwords are early detection and 
prompt, vigorous treatment of both diseases. 

(This abstract was prepared from one of the 
articles entitled “Current Concepts in Diabetes 
Mellitus” published under the auspices of the 
Committee on Professional Education of the 
Clinical Society of the New York Diabetes As- 
sociation. ) 


THYROID CANCER 


Goiter of all types is much more prevalent in 
the female, although the rate of occurrence of 
carcinoma in men with nodular goiter is in- 
creased over that of women. Ward reported 
a ratio of one man to seven women in benign 
nodular goiter but a ratio of one man to 3.5 
women in thyroid carcinoma. Stating this in 
another way, a man’s chance of having cancer 
in his nodular goiter is almost three times that 
of a woman’s. The actual number of men with 
thyroid carcinoma reported in all series of cases 
is less than that of women but the rate of can- 


. cer in men with nodular goiter is much greater. 


There is one thyroid cancer to every 17 surgical 
goiters in men, whereas in women there is one 
thyroid cancer to every 44 surgical goiters. 
William Trevor, M.D., Thyroid Cancer. ‘New 
York J. Med. Nov. 1, 1953. 
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Baker’s Modified Milk now provides the recommended daily allowance 
of all known essential in the amounts of milk customarily 
taken by infants. Milk: Code) which hes been 


At normal dilution* per quart, vitamins provided are: tee ai fb othe 


egetable 

Vitamin A—2500 U.S.P. units Thiamine (B,)—0.6 milligram pe 

Vitamin D—800 U.S.P. units Riboflavin—1 milligram vileniies Geax” 
Ascorbic acid (C)—50 milli- Niacin—5 milligrams 

grams Vitamin Bg6—90.16 milligram *Equal parts Baker’s and water 


BAKER’S MODIFIED MILK 


THE BAKER LABORATORIES INC. 
Milk Products Exclusively for the Medical Profession 
Main Office: Cleveland 3, Ohio Division Offices: Atlanta, Dallas, Denver; 
Plant: East Troy, Wisconsin Greensboro, N. C., Los Angeles, San Francisco, Seattle 
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THE CAUSE OF RENAL FAILURE 


The causes of acute renal failure fall into 
three categories. The first is characterized by 
severe circulatory collapse, “shock,” or a shock- 
like state. It is seen with trauma, especially 
that producing massive tissue necrosis or mul- 
tiple fractures, and head injuries; obstetrical 
and surgical disease accompanied by profuse 
hemorrhage such as in placenta previa, premature 
separation of the placenta, ectopic pregnancy, 
duodenal ulcer, and direct injury to blood ves- 
sels; severe anoxia as in smoke inhalation and 
some anesthetic situations; and carbon monoxide 
poisoning or extreme fluid loss as in infantile 


diarrhea and intestina) obstruction, The second 


type is characterized by pigment excretion in 
conjunction with some degree of circulatory fail- 
ure, as encountered in the crush svndrome of 
Bywaters ; the hemolytic episode as seen in blood 
transfusion reactions, transurethral prostatec- 
tomy, icterus neonatorum; heat stroke; burns; 


hemoglobinurias ; black water fever ; hemorrhagic 


fever; and sickle ce)) crisis, The third form :is 


characterized by exposure to directly nephrotoxic 


This ig seen 


substances or sensitizing agents. 


in poisoning by heavy metals such as mercury, 
bismuth, uranium, and phosphorus ; organic com- 
pounds such as carbon tetrachloride, alloxan, 
cresol, uric acid, mushroom, and black widow 
spider poisons ; crystallization from or sensitivity 
to sulfonamide drugs, toxicity of antibiotics and 
infectious agents such as leptospira, staphylo- 
cocci, meningococci, etc. George E. Schreiner, 
M. D., Acute Renal Insufficiency (Editorial). 
M, Ann, District of Columbia, Nov. 1953, 


In 1949, the chiefs of field party (Institute 
Inter-American Affairs) had been requested to 


furnish a list of the 10 diseases which were con- 


sidered the most serious public health problems 
in the countries in which they were resident... . 


A total of 35 different diseases were enumerated 
as major health problems in the 13 lists returned. 
Of these only one disease, tuberculosis, appeared 
in all the lists... malaria in 11, and whooping 
cough in 10. No other disease approached such 
unanimity except measles, which was included 
in eight lists. Institute of Inter-American 


Affairs, Pub. Health Reports, Nov., 1953. 


Established 1907 
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NAPERVILLE, ILLINOIS 


30 miles from Chicago 


Ideally situated—beautiful landscaped 


surroundings— modern buildings and 
equipment. A-A rating Illinois State Health 
Department. Fully approved by the Joint 


Commission on Accreditation of Hospitals. 


Active Institutional member of the 
American and Illinois Hospital Associations. 
Jerome R. Head, M.D., Chief of Staff. 
Delbert Bouck, Administrator. 


— 


(Operated on a non-profit basis) 


FOR THE TREATMENT OF TUBERCULOSIS 


AND OTHER CHRONIC CHEST DISEASES 


For detailed information telephone Naperville 450 | 
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PLACE 


For In sending in changes 


NERVOUS and MENTAL of address please send label 
DISEASES 


Edward Ross. M.D., Medical Director 
BATAVIA PHONE 
ILLINOIS BATAVIA 1520 


from an old copy. 


ELIXIR BROMAURATE 


in GIVES EXCELLENT RESULTS 


; y atere) in Cuts short the period of illness and relieves the distressing spasmodic 
bad P 9 cough. Also valuable in Bronchitis and Bronchial Asthma. 
cough In four-cunce original bottles. A teaspoonful every 3 to 4 hours. 
Prescribed by Thousands of Doctors 


GOLD PHARMACAL Co. NEW YORK CITY 
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HOME CARE OF TUBERCULOSIS 


I should like to make a few comments relative 
to home care of tuberculosis. As you are well 
aware, the advent of new drugs has been followed 
by considerable demand on the part of patients 
for home care. Recently I attended a discus- 
sion on the subject of home care versus sana- 
torium care where home care was discussed only 
in two aspects: first, in the period awaiting a 
hospital bed, and, second, as a method of getting 
more hospital beds by permitting earlier dis- 
charge from the hospital. All the speakers be- 
lieved that hospital care was necessary at some 
period for every patient with active tuberculosis, 
and I agree. The problem is much broader than 
that of medical treatment alone, If the patient 
has a positive sputum, he is a source of infection 
to others, and he should be in a hospital during 
this period. Most homes do not have the proper 
physical facilities for the care of a patient, and 
most families cannot adjust themselves to spend 
the time, effort, and money that is necessary to: 


provide the proper mental and physical rest for 
the patient. The team for home care should 
consist of the physician, the public health nurse, 
and the social worker; these in turn must be 
aided at certain stages of the patient’s care by 
teachers, occupationa) therapists, and sometimes 
by rehabilitation workers or vocational coun- 
sellors. When one looks at the problem from all 
these aspects, one can see that home care can be 
a very expensive program, Home care is an im- 
portant adjuvant to hospital care but must be 
carefully co-ordinated in order to achieve the 
maximum medical and rehabilitation benefits. 
In answer to the more common belief that pa- 
tients will be more content at home, I am con- 
vinced that patients can become content in a 
tuberculosis hospital if the hospital standards 
are high and if proper attention is given to the 
interpersonal relationships of the hospital per- 


sonne) and the patients. Frederick Beck, M.D.. 


The Role of Antibiotic Drugs in The Treatment 


of Tuberculosis. 


1953, 


New York J. Med., Oct. 15 


HYSOBEL 
d-Desoxyephedrine Hydrochloride.5 mg. (1/12 gr.) 
0.15 Gm. gr.) 
8 mg. (% gr) 


HYSOBEL NO. 2 


d-Desoxyephedrine Hydrochloride. .5 mg. (1/12 gr.) 


Methylcellulose 


Give them the help they need to lose the 


weight that endangers their health. 
HYSOBEL, Convenient tablets with or with- 


out thyroid and phenobarbital. 


+ cent in Bottles of 1000, 500 and 100 Tablets 


.0.15 mg. (2% gr.) 
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KARO SYRUP. Betones in tuts picture: 


...a carbohydrate of choice 
in milk modification for 3 generations 


OPTIMUM caloric balance—60% of caloric intake, 


gradually achieved in easily assimilable carbohydrates 
—is assured with Karo. Milk alone provides 28%, 


or less than half the required carbohydrate intake. 

A MISCIBLE liquid, Karo is quickly dissolved, 

easy to use, readily available and inexpensive. 

A BALANCED mixture of dextrins, maltose and dextrose, 
Karo is well tolerated, easily digested, gradually 
absorbed at spaced intervals and completely utilized. 
PRECLUDES fermentation and irritation. Produces 

no reactions, hypoallergenic. Bacteria-free Karo is 

safe for feeding prematures, newborns, and infants— 
well and sick. 


LiGHT and dark Karo are interchangeable in 
formulas; both yield 60 calories per tablespoon. 


~ CORN PRODUCTS REFINING COMPANY © 17 Battery Place, New York 4,N. Y. 
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THE MARY POGUE SCHOOL 


Complete yoo for retarded and epileptic children edu- 
cationally and _ socially. teacher limited. Ex- 
cellent educational, an ational therapy programs. 
Recreational facilities include riding, group games, selected movies 
under competent supervision. 


Sopasees buildings ‘nad boys and girls under 24 hour supervision 
of skilled personnel 


Catalog on request 


G. H. Marquardt, M.D. Barclay J. MacGregor 


Medical Director Registrar 
33 GENEVA ROAD, 
WHEATON, ILLINOIS 


(near Chicago) 


DOCTOR! you will approve the 
3C’'s 
Comfort, Cleanliness, 
Convenience 


at Bee Dozier's 3 Sanitariums for 


Aged, Chronic, Senile, Convalescent 
Patients. 


Michory Hill 
Maple Hill Palatine 


Charming, healthful rural locations conveniently 

situated, 24 hour care by trained nurses and order- 

lies, tempting food and supervised diets all con- 

tribute to your patient's well-being or recovery. 
8 years of experience. 


ONE rate covers EVERYTHING. There 
are NO extras. 


Bee Dozier invites your inspection. Write Box 
288, Lake Zurich, Ill., or Phone 4661 


SHOULD IT REMAIN A TABOO 
SUBJECT? 


If the physician will school himself to drop 
the cloak of embarrassment, a taboo carried over 
from childhood, and face the physiology of sexual 
activity in the same spirit as that of the cardio- 
respiratory or gastro-intestinal system, he will 
be surprised at what some of his patients wish 
to discuss and what questions they will ask. 


He need not, indeed must not, pry into private 
and intimate matters if the patient does not wish 
this done. At times, however, he need give the 
patient only half a chance to burst a dam of 
questions and complaints. A routine and per- 
fectly proper question in the System Review of 
the history under the heading of the genito- 
urinary system may open the closet door for the 
patient to let in the light. In the unmarried, 
a simple, “Do you have any sexual problem or 
worries?”, in the married merely a, “Do you 
and your husband (or wile) have a satisfactory 
sexual life?”, are questions for which there can 
be no criticism or to which the patient cannot 
object. The patient may answer with a “No” 


2828 S. PRAIRIE AVE. 
CHICAGO 16 


Phone CAlumet 5-4586 
Registered with the American Medical Asscciation, 


MENTAL and NERVOUS DISORDERS 


featuring all recognized forms of therapy including — 


ELECTRONARCOSIS 


NEWEST TREATMENTS FOR ALCOHOLISM 


FOR THE DIAGNOSIS AND TREATMENT OF 


ELECTRIC SHOCK 
HYPERPYREXIA 
INSULIN 


J. DENNIS FREUND, M.D. 
Medical Director and Superintendent 
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Ih NORBURY SANATORIUM 


JACKSONVILLE, ILLINOIS 


INCORPORATED and LICENSED 
For the Treatment of Nervous and Mental Disorders 


FRANK GARM NORBURY, M.D., Medical Director 
SAMUEL N. CLARK, M.D., Physician 
HENRY A. DOLLEAR, M.D., Superintendent 


Atos THE NORBURY SANATORIUM, Jacksonville, Illinois 


or a “Yes,” and the matter may be dropped, or 
‘he patient may seize the opportunity to unload 
years of secret worries and unanswered questions. 
It is shocking to learn how often the patient 
adds, — “This is the first time a doctor has ever 
given me a chance to talk about this,” or “I’ve 
iried to talk to my doctor about this vut he has 
been too busy to listen,” or “he did not want to 
listen,” or “I am glad I’ve had a chance to talk 
about this. I’ve known my doctor so long I 
couldn’t bring myself to talk this way.” What 
an indictment of the medical profession! di- 
torial. J. Tennessee State M.A., December, 1953. 


June, 1954 
The adult and older men, who constitute today 
the most important reservoir of infection, are also 
the group least readily reached by screening 
programs and least able or most reluctant to 
abandon their ordinary occupations for the pur- 
pose of seeking segregation and treatment in 
sanatoriums and other tuberculosis hospitals, 
Rene J. Dubos, Ph.D., Am. Rev. Tubere., July, 
1953. 


Mercy Hospital Institute 
of Radiation Therapy 
The Henry Schmitz Medical Group 


For Appointment 
Victory 2-4700, Ext. 170 or RAndolph 6-4444 


Herbert E. Schmitz, M.D., Director 
Peter A. Nelson, M.D., General Oncology 
Henry L. Schmitz, MD. Internal Medicine 

Janet Towne, MD, Gynecology 
Robert L. Schmitz, , General Surgery 

. Smith, M. D, Gynecology 
Charles S. ilbert, M. D., Internal. Medscine 
William Cernock, Internal 
Medicine 
Fred W. Eims, Physicist 
Miss Hilda Waterson, R.N. 
Helen Hansen, Social Service 


lercy 
Tuesday at 9 a. m. 
Tumor Conference — J. B. Murphy Auditorium — 
Friday at 1 p. m. 


Established 1901 
Licensed by State of Illinois 


225 Sheridan Road 


North Shore Health Resort 


on the shores of Lake Michigan 

WINNETKA, ILLINOIS 
NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 
MODERATE 


TES 
Fully Approved by the 
of Surgeons 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


Winnetka 6-0211 
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_Annals of Internal Med., Nov., 1953. 


THE DOCTORS WHO SURRENDERED 


The source of greatest weakness in the doctors’ 
position is the fact of their readiness to com- 
promise, A minority of them actually advocates 
compulsion, and even-the majority is willing to 
co-operate, if only on its own terms. That makes 
them suspected, of course. Instead of taking 
the position of principle, they argue about tech- 
nicalities and honoraria, overlooking the public 
reaction. They overlook two more things, as a 
rule. Once the principle of compulsion is ac- 
cepted, the amount and terms are not being de- 
termined by the doctors or upon their advice. 
And even if the terms conform at the outset 
with the professional proposals, the schemes ex- 
pand sooner or later far beyond the original 
intent. 

In the recent case of Britain, one reason why 
the doctors’ resistance broke was the fact of de- 
fection in the medical ranks themselves. When 
it came to the showdown on the Bevan scheme, 
35 per cent of the profession, including the top 
leadership of the British Medical and Dental 
Associations, capitulated. (A chief executive 
of the latter has been promptly promoted to a 
high rank in the Ministry of Health.) But the 
majority was railroaded into submission by the 
threat that those who did not sign on the dotted 
line would lose all claim to compensation for the 
capital value of their practices. Nearly 19,000 
out of 21,000 doctors and 9,000 out of 10,000 
dentists have signed up. (The latter were lured 
into the scheme by the prospect of unprecedented 
incomes — which are fading out gradually.) The 
moral of this story is that in the final analysis 
the doctors can blame themselves if they lose 
out — if their incomes are reduced at once by 
25 per cent of the average, as under Bevan, and 
their professional standard lowered in an un- 
measurable fashion — just as a nation can blame 
itself if it foregoes its liberties, be it by submit- 
ting to intimidation or by letting itself be bribed 
into “collaboration.’’ Editorial, Doctors’ Sur- 
render. Compulsory Medical Care and the Wel- 
fare State by Melchior Palyi. 


. No drug having been thus far found in the 
treatment of tuberculosis which kills all tubercle 
bacilli, the objectives of drug treatment in this 
disease still fall short of the eradication of all 
infecting organisms. William B. Tucker, M. D., 
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